
  
Prescription For Durable Medical Equipment 

 

Patient Name:_____________________________________ Gender:____ DOB:________________ 
Mobile Phone # __________________ Home Phone #_________________ Social Security#________________ 
Address:___________________________________________________________________________________ 
Primary Ins Co:________________________ Primary Ins ID#________________________________________ 

Secondary Ins Co:______________________ Secondary Ins ID#______________________________________ 

Medical Necessity: (Check ALL boxes that apply to the patient’s diagnosis): 

□ G47.33 Obstructive sleep apnea (adult) (pediatric)  □ G47.30 Sleep apnea, unspecified   

□ G47.31 Primary central sleep apnea   □ G47.39 Other sleep apnea 

□ G47.37 Central sleep apnea in conditions classified elsewhere 

□ Other: _____________________________________________________ 

CPAP/BiLevel Equipment:  (check below for all that apply) 

□ E0601 Continuous Positive Airway Pressure (CPAP) □ E0470 BiLevel without Backup Rate Feature  
□ E0471 BiLevel With Backup Rate Feature   □ Other ____________________________ 

Pressure Settings: _______________________________________________________________________ 

 

Interface Instructions: (check all that apply) 

□ Mask desensitization (Fit Session) with Circadiance SleepWeaver interface 

Mask (Check below, or Specify Brand/Style/Size) ___________________________□ Do Not Substitute  □ May Substitute 

 
 

Accessories for Use with PAP Device: (check below for all that apply) 

□ A4604 Tubing With Integrated Heating Element   □ A7027 Combination Oral/Nasal Mask, Each 

□ A7028 Oral Cushion, Oral/Nasal Mask, Replace, Ea □ A7029 Nasal Pillows, Oral/Nasal Mask, Replace, Pr 

□ A7030 Full Face Mask, Ea    □ A7031 Face Mask Interface, Replacement, Each 

□ A7032 Cushion for Nasal Mask Interface, Replace, Ea □ A7033 Pillow for Nasal Cannula Interface, Replace, Pr 

□ A7034 Nasal Interface (Mask/Cannula), W/Wout Head Strap □ A7035 Headgear     

□ A7036 Chinstrap     □ A7037 Tubing      

□ A7038 Filter, Disposable    □ A7039 Filter, Non Disposable   

□ A7044 Oral Interface, Each    □ A7045 Exhalation Port W/Without Swivel, Replace 

□ A7046 Water Chamber For Humidifier, Each  □ E0561 Humidifier, Non-Heated 

□ E0562 Humidifier, Heated    □ Other ____________________________ 

 

 

Statement of Medical Necessity 
The above referenced patient has an absolute Medical Necessity for the item(s) listed above. I certify that the above 

prescribed item(s) is/are medically indicated and in my opinion is/are reasonable and medically necessary with reference to 

the standards of medical practice for this patient’s condition. The duration of the equipment/supplies will be lifetime unless 

otherwise indicated here: ___________________ 

Physician Name:________________________________      NPI#:______________________________________ 

Office Phone:___________________________________ Address:______________________________________ 

Office Fax:_____________________________________         ______________________________________ 

Physician Signature:_____________________________             Date:______________________________________ 


