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PAIN MANAGEMENT DWO
Patient information:
PATIENT NAME: ___________________________ DOB: ___________PHONE: _____________________
INSURANCE: _______________________________ BENEFITS # _________________________________
Address City State Zip: __________________________________________________________________
Requesting Durable Medical Equipment: 
	Bracing
	Therapy Devices

	· OA Knee Brace L1852
· Pneumatic Knee Brace L1848 
· Hinged Knee Brace L1833
· Pneumatic Walking Boot L4361 
· DDS Back Brace L0648
·  Back Brace L0650
· Cervical Traction E0849
· Ankle Brace L1902
· Wrist Brace L3908
	· TENS Unit E0730 includes supplies
· EMS Unit E0745 includes supplies
Electrodes A4595
Lead wires A4557
batteries A4630
· Conductive Garments E0731
Includes 3 bottles garment spray A4558
· UVB Light Therapy Wand E0691
· Pelvic floor Stim E0740




*Please provide proof of face-to-face evaluation for the prescribed equipment for processing*
 Patient Diagnosis ICD 10 Code: ____________________, ___________________, _______________
PRESCRIBING PHYSICIAN INFORMATION:
Physicians Name: _____________________________________     NPI:  __________________________
Signature: ________________________________________       Signed Date: ______/_____/__________
Contact Phone: ________-_________-_________                    Contact Fax: ________-________-________
Address City State Zip: __________________________________________________________________

I certify that I am the physician identified in this form. I have reviewed the detailed written order. I certify that the medical necessity information is true, accurate, and complete to the best of my knowledge. I will provide medical documentation and sign additional documents required by the patient’s insurance to help with the DME processing. I acknowledge that the patient is aware that the DME provider may contact them for any additional information to process this order. A copy of this order will be retained as a part of the patient’s medical record.
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