
 
Use this form to request medical equipment or supplies for your patient. 

 

 

 

 

 
I certify that I am the physician identified in the "physician information" section above and hereby attest that the medical 
necessity information is true, accurate, and complete to the best of my knowledge. I understand that any falsification, 
omission, or concealment of material fact may subject me to administrative, civil, or criminal liability. The patient/caregiver 
is capable and has successfully completed or will be trained on the proper use prescribed on this order.   
   

Physician Signature: _______________________________________              DATE: ________________________  

Date:  

MRN:  

Patient Information:   
Patient Name   Primary Insurance  

DOB  Secondary Insurance  

Street Address  Member ID  

Phone Number   Height  

Gender    Weight  

Provider Information:   
Physician's Name  NPI  

Street Address    Phone Number  

Zip Code  Fax Number    

Supplies: (Tick ✔ on the DME Products to be Ordered) 

Note: Please provide HCPCS codes in ‘Procedures’ and ICD-10 codes in ‘Diagnosis’ columns. 

No: Supplies Procedures Diagnosis No: Supplies Procedures Diagnosis 

01 Back Brace   08 Dexcom   

02 Knee Brace: L / R   09 Quad Cane      

03 Wrist and Hand Brace   10 Wheelchair     

04 Elbow / Shoulder Braces   11 Rollator   

05 Compression Stockings   12 Walker   

06 Diabetic shoe   13 Crutches   

07 Blood Glucose Monitor   14 Scooter     

Other Supplies: (If additional supplies are needed beyond those listed, please provide details in the above section) 

Note: Please provide HCPCS codes in ‘Procedures’ and ICD-10 codes in ‘Diagnosis’ columns. 

No: Supplies Procedures Diagnosis No: Supplies Procedures Diagnosis 

01    08    

02    09    

03    10    

04    11    

05    12    

06    13    

07    14    

 *Please include patient chart notes, demographic sheet, insurance info*
 Phone : (630) 242-5266  Fax to : (630) 716-3532
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