q Please forward all correspondence to:
r J CMN (Certificate of Medical Necessity)
L ABCO Medical Supply

Ph: (888) 899-8881 * Fax: (888) 606-4866 * ABCOMedicalSupply.com
ABCO MEDICAL SUPPLY

Patient Name: Insurance ID#:
Address:
City State Zip
Patient Phone: DOB: SSN #:
Patient Height: Patient Weight: (Both are required for mobility devices)

CPAP PRODUCTS ORDER FORM

SLEEP THERAPY: [ ReactHealth Luna G3

(J E0601 CPAP cwWP

3 E0601 Auto CPAP cwp cwp
A E0562 Heated Humidifier
PAP MASKS
(A A7027 Oral/Nasal Combo Mask (1/3 months), A7028 / A7029 Repl. Oral/Nasal Combo Mask (2 month)
( A7030 F/F Mask (1/3 months), A7031 Face Mask Interface Repl. (1 month), A7032 Repl. Cushion (2 month)

(J A7033 Nasal Pillows (2 month), A7034 Nasal Mask (1/3 months)

SUPPLIES

(A A7035 Hdgr (1/6 months) (d A4604 Heated Tubing (1/3 months)
A A7036 Chin Strp (1/6 months) (A A7038 Disp. Fltrs. (2 month)

d A7037 Tubing (1/3 months) ' A7046 Hmdfr Chmbr (1/6 months)

(Refer to Insurance Guidelines for Allowed Quantities)

Length of need: d 99 months 1 Other

To prevent call-backs for additional information, attach the following documentation:
» Copy of diagnostic facility or home sleep test
* Copy of medical record from initial face-to-face

Provider Information

Physician Name: NPI:
Phone: Fax:
Address:
City State Zip
Attending Physician Signature: Date:

(Original signature ONLY—no stamps)

INSTRUCTIONS: Please fill out this form and fax demographics, office visit notes and form to ABCO Medical Supply at (888) 606-4866.
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