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3851 Emerson St. Suite 13 Jacksonville Fl. 32207
Phone: 904-330-0187
Fax:904-527-1244

Email:sppdme@yahoo.com

DME ORDER FORM

Patient Name: DOB: Height_____ Weight____

Primary Insurance Provider Policy Number

Secondary Insurance Provider, Policy Number

Length Of Need (if lifetime, Use 99)

EQUIPMENT

[standard Wheelchair(K0001) [Jstandard Hemi Wheelchair(K0002) Lt Wt Wheelchair(K0003)

[JHeavy Duty Wheelchair(ko006) [Transport Chair(E1038) [Jstandard Power Chair(K0816)
[JHeavy Duty Power chair(k0825) [JElevating Leg Rest(E0990) CJAnti Tippers(E0971)

[Jseat Cushion under 22in(E2624) [lSeat Cu’sh’ifc‘)n over 22in(E2625) [JBack Cushion Under 22in(E2606)
[JBack Cushion Over 22in(E2607)  []Seat Belt(E0978) CJRolling Walker

[CJRolling Walker W/Seat(E0143-E0156) CJcommode(E0163) [Jsemi Electric Bed(E0260)
[Bariatric Bed(E0301) CINebulizer(E0570) O other

Please Provide Face to Face Chart notes That Support the Medical Necessity with The Order

I hereby certify that the services are medically necessary and are authorized by me. The patient is under my care and needs the services listed.

Physician’s Printed Name NPI: Fax

Physician’s Signature: Signature Date,

Medicare Requires the Signature and Signature Date to be Completed by a PECOS enrolled MD, DO, PA, NP, or CNS



