Prescription Phone: 800-407-5414
e CPAP/BiPAP Chronic Care Fax: 800-705-7998

Sleep and Supply Refresh

your partner in sleep therapy

| Patient Information

Patient Name Date of Birth

Home Phone Work / Cell Phone
Address & City

State ZIP

Please attach detailed insurance information

Prescription & Letter of Medical Necessity

Diagnosis: |j OSA |j COPD |j Central Sleep Apnea |j Other:

AHI: | If AHI = 5-14 then list additional symptoms:

Date of Order:

Length of Need: 99 Months Prognosis: FAIR

[_|crPar@ cmH20 [ | BIPAP @ IPAP: EPAP:
|j Heated Humidifier |j Cool Humidifier

|J No Flow Generator at Initial Set-Up:  Above
information provided for clinical use, not for
initial set-up, as patient has or will obtain initial
rental device from another DME.

[ JoTHER:

|J Replace: Patient now presents with equipment that
is non-functional & surpassed its lifetime use. A
replacement flow generator & supplies is a medical
necessity for treatment of apnea.

Mask Type / Description :

| Refresh mask & other related supplies per patient’s stated need in accordance with manufacturers’
recommendations, but subject to payors’ allowable frequency*

*For many payors: mask at 1/quarter, cushions/pillows at 2/month, headgear at 2-4/year, tubing 2-3/qtr.,
disposable filter 2/mo., non-disposable filter 2/yr., water chamber as needed up to 2/yr., chin strap 1/qtr.

Frequency of Physician Chronic Care Reports Preferred Means of Receiving Reports

|j Only ifiwhen there are significant therapy | Fax # listed below
problems requiring physician intervention

|j At 30-Day mark...& whenever significant | E-mail:
therapy isues requiring physician review

Physician Name:

Phone: Fax:
Address & City: State: ZIP:
State License #: UPIN #: NPI # :

| certify that the above prescribed items are medically indicated, and in my opinion is/are reasonable & necessary with reference to
the standards of medical practice & treatment of the patient’s condition. SleepCare to refill supplies.

Physician Signature: Date:




