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Date: Fax (330) 373-1190
Patient Name:
Patient Phone #: Ordered By:
Address: Height: Weight:
Diagnosis/Diagnosis Code: Duration of Need:

] Alternating Pressure Pad & Pump O Gel Overlay O Sof-Care

( check all that apply )

O Completely immobile - i.e., patient cannot make changes in body without assistance.

U Limited mobility - i.e., patient cannot independently make changes in body position significant enough to alleviate pressure.
O Any stage pressure ulcer on the trunk or pelvis.

U Impaired nutritional status.

U Facal or urinary incontinence.

U Altered sensory perception.

U Compromised circulatory status.

@) Low arLoss

( check all that apply )

U Multiple stage Il pressure ulcers located on the trunk or pelvis.

O Patient has been on a comprehensive ulcer treatment program for at least the past month which has included the use of an
appropriate group 1 support surface.

QO The ulcer have worsened or remained the same over the past month.

U Large or multiple stage 11l or IV pressure ulcer(s) on the trunk or pelvis.

O Recent myocutaneous flap or skin graft for a pressure ulcer on the trunk or pelvis ( surgery within the past 60 days).

QO The patient has been on a group 2 or 3 support suface immediately prior to a recent discharge from a hospital or nursing
facility (discharge within the past 30 days).

M| Hospital Bed

Q Manual Hospital Bed U Semi-electric Hospital Bed U Full-electric Hospital Bed [ Fixed Height Hospital Bed
Q Variable Height Hospital Bed U Half Rails U Full Rails

Accessories: 0Bed-mount Traction
UTrapeze: UBed-mount - QFree-standing
UPatient Lift

| certify that the medical necessity information above is true, accurate and complete, to the best of my knowledge, and | understand that any falsification,
omission, or concealment of material fact in that section may subject me to civil or criminal liability.

PHYSICIAN’'S SIGNATURE: DATE: / /
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Phone: NPI #: City/State/Zip:
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