Durable Medical Equipment Order

Patient Name:
DOB: 
MRN: 
Sex:
Length: 
Weight: 


Diagnosis:
Quantity: 

Please dispense the equipment ordered. This patient cannot safely ambulate without this equipment and/or this equipment is essential to the patients healing and rehabilitative process. 

If this is a nebulizer order it is intended for home use. 

By Signing this order, the Authorizing Provider is attesting that they have completed a face-to-face evaluation of the patient, to determine their need for this equipment.

The face-to-face evaluation was completed by:
DME: Pediatric/NICU
DME: Oxygen (mL)
DME: Pulse Oximeter (RAD 97)
Oxygen (mL): Stationary/Portable Oxygen
Daytime (#mL/min): 
Nocturnal (#mL/min): 
Portable (#hours/day): 
Portable Reason for Use: 
Usage: 
Length Needed (99 months = lifetime): 
Route of Administration: 
Frequency of use per day (# hours): 
Pulse Oximeter- Reason for Use: 
High Heart Rate Alarm (BPM): 
Low Heart Rate Alarm (BPM): 
Low Oxygen Saturation (%): 
Therapeutic Objective: 
Start Date of the order: 

Comments:
This patient is being followed by the Recorded Home Oximetry (RHO) program. As part of the program oxygen flow rates are titrated weekly based off home oxygen saturation recordings. Please allow for titrations to be made in the home. The patients current oxygen flow rate is ______ and will potentially fluctuate between ______ cc/min and ______ cc/min in the next 30 days. 

Please don’t hesitate to contact our office for further guidance. 

Signature: ________________________________________________________________
Ordered by: 
