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wK\VLFLDQ 1LJQDWXUHL mDWHL

ǳ ,dmflXkd S lXkd Xm9Xz8Xod
ǳ ,dmfDlXbD #dXb8# wbXz /p 1Xz ,X8d/
ǳ l#fzdX1d l/,,0zf86 #dXb8# wbXz
ǳ z/k8# dX18 ,dmflXb 1dk9fld1
ǳ Xbb X,dkflXz ,dmflXb ok/0w
ǳ 1Xz pkXzlf1l/ #dXb8# wbXz

ǳ f,wdkfXb #dXb8#
ǳ Xld
ǳ ,ld
ǳ #dXb8#4/k(
ǳ BkXzm zd4 mX6

wX8fdz8 fzp/k,X8f/z
pXOO QDPHL
XGGUHVVL
8HOHSKRQH cL
lRQWDFW SHUVRQL
mDWH RI BLUWKL
#HLJKWL
4HLJKWL

fz10kXzld fzp/k,X8f/z
fQVXUDQFHL

wROLF\ cL
dIIHFWLYH GDWHL
/WKHU LQVXUDQFHL

w#61flfXz fzp/k,X8f/z
wULPDU\ FDUH SK\VLFLDQL
8HOHSKRQH cL
pD[ cL

mLDJQRVLVL

wX8fdz8 k//,
#RVSLWDO EHG: PDWWUHVV: UDLO
8UDSH]H EDU
wDWLHQW bfIW
/WKHUVL

1dX8fzoEw/1f8f/zfzo
oHO RYHUOD\
XOWHUQDWLYH SUHVVXUH SDG ZE SXPS
XOWHUQDWLYH SUHVVXUH PDWWUHVV
1WDQGDUG lXVKLRQ IRU ZKHHOFKDLU
oHO FXVKLRQ IRU ZKHHOFKDLU

,/Bfbf86
lDQH QXDG FDQH
4DONHU lUXWFKHV
4DONHU ZE VHDW #HPLDZDONHU
8UDQVSRUW FKDLU

4KHHOFKDLU bLJKWZHLJKW 1WDQGDUG kHFOLQLQJ

CGI 1 1wk0ld X9d cm
1 1Xz pkXzlf1l/: lX -&IGI

tNVIu TVGDCRAI



/k8#/8fl1 twOHDVH 1SHFLI\u
BDFN
#DQG
4ULVW
xQHH
XQNOH
pRRW
/WKHU

BX8#k//, 1Xpd86
lRPPRGH tR LQ Cu 1KRZHU FKDLU 8UDQVIHU EHQFK
BDWK VWRRO kDLVHG WRLOHW VHDW
/WKHUVL

mfXBd8fl
mLDEHWLF VKRHV lRQWLQXRXV EORRG JOXFRVH PRQLWRUV
BORRG JOXFRVH PRQLWRUV
lRPSUHVVLRQ VWRFNLQJV

1W\OH tFLUFOH RQHuL xQHH 8KLJK
1L]H tFLUFOH RQHuL 1PDOO ,HGLXP bDUJH (DbDUJH

fzl/z8fzdzld
mLDSHUV

QXDQWLW\tSFVEPRQWKuL
1L]HL 1PDOO ,HGLXP bDUJH (DODUJH

wXOODXSV
QXDQWLW\tSFVEPRQWKuL
1L]HL 1PDOO ,HGLXP bDUJH (DODUJH

0QGHUSDGV
QXDQWLW\tSFVEPRQWKuL

bLQHUV twDQWU\u
QXDQWLW\tSFVEPRQWKuL

0QGHUZHDU tUHXVDEOHu
QXDQWLW\tSFVEPRQWKuL rbf,f8 /p A d9dk6 ,/z8#

4DWHUSURRI VKHHWLQJ tUHXVDEOHuL rbf,f8 /p C d9dk6 N ,/z8#1
4DVK QXDQWLW\tSFVEPRQWKuL
4LSHV QXDQWLW\tSFVEPRQWKuL rbf,f8 /p CI wXlx1 d9dk6 ,/z8#
oORYHV QXDQWLW\tSFVEPRQWKuL rbf,f8 /p A B/(d1 d9dk6 ,/z8#
lUHDP QXDQWLW\tSFVEPRQWKuL
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SLEEP THERAPY

PLEASE SEND SIGNED AND DATED COPY OF FACE-TO-FACE DISCUSSION DOCUMENTING SIGNS AND SYMPTOMS  
OF OSA, DIAGNOSTIC SLEEP STUDY AND TITRATION STUDY (IF APPLIABLE) FROM PATIENT'S CHART

Estimated length of need _______ months (99 = lifetime)

Date of the scheduled re-evaluation appointment with prescribing physician (no sooner than the 31st day and no later than 
the 91st day after setup): _________________

 Face-to-face evaluation/physician chart notes (for Medicare patients)     Date _________________  

 Completed sleep study     Date _________________   AHI/RDI _________________

 Secondary diagnosis (if AHI/RDI is 5 – 14) _________________

 CPAP  _____________ cm H2O (4 – 20 cm H2O)       Ramp time _______ min(s) (OFF – 45 min)

 Bi-level   Pressure: IPAP  _____________ cm H2O     EPAP _____________ cm H2O (4 – 25 cm)

 Auto Adjusting Bi-level    Max IPAP _______ cm H2O  _______     Min EPAP _______ cm H2O (4 – 25 cm)*  

 Ps min _______ cm H2O (0 – 8 cm)     Ps max _______ cm H2O (Ps min -8 cm) *EPAP must be lower than IPAP

 Heated humidification   

 Patient to choose mask to comfort, OR     Mask type ______________________       Mask size      S      M      L  

Sleep Therapy/Oxygen Therapy Order Form

Print prescriber’s name  ________________________________________________________________    NPI #  ___________________

Prescriber signature  _________________________________________________________________    Date ____________________

REFERRAL SOURCE

Office name  ________________________________________  Office contact name  _________________________________________

Date ______________________   Phone ___________________________________   Fax  ____________________________________

PLEASE SEND PATIENT DEMOGRAPHICS AND INSURANCE INFORMATION
PATIENT INFORMATION

Patient name  ______________________________________________________________ DOB  ____________________________ 
 Last First

Home phone  __________________________________________ Mobile phone  __________________________________________ 

  327.23  Obstructive Sleep Apnea (Adult and Child)   786.04 Cheyne-Stokes Breathing Pattern
  327.21  Primary Central Sleep Apnea    Other ___________________________________

                   (Includes Complex Sleep Apnea)

Diagnosis  

ICD-9 

By my signature below, I authorize the use of this document as a dispensing prescription. I understand that the final decision with respect 
to ordering this (these) item(s) for this patient is a clinical decision made by me, based on the patient’s clinical needs, and that my medical 
records support the medical need for the items prescribed.

180 S Spruce Ave Unit D
South San Francisco, CA 94080
Bus. 650-758-1320
Fax. 650-758-1390
Email. Service@DMEbayarea.com
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