WHEELCHAIR ACCESSORIES WRITTEN ORDER PRIOR TO DELIVERY
WOUND CARE

SOLUTIONS, INC. FAX 312-738-2395 PHONE: 312-738-2330
Patient Name: Patient DOB:
Patient Address: City:
State: ZipCode: Patient Telephone #: SSHHICN:
Patient HEIGHT: Patient WEIGHT: Patient HIP MEASUREMENT:
ORDER DATE : Diagnosis:
ICD-10 CODES
DATE PATIENT LAST SEEN D/CDT .
Prognosis:
Description: HEIGHT ADJUSTABLE ARMS (E0973 QTY: 2)
Description: WHEEL LOCK BRAKE EXTENSIONS (HANDLE) (E0961 QTY:2)
I. Patient requires a height adjustable arm (E0973) and brake handle extensions (E0961) in order to be properly positioned in the Wheelchair?
Description: RESIDUAL LIMB SUPPORT SYSTEM FOR WHEELCHAIR (E1020 QTY:1) LEFT: [] RIGHT [_]
Description: ARM TROUGH (E2209 QTY:1) LEFT: [] RIGHT []

Description: WHEEL CHAIR POSITIONING BELT/SAFETY BELT (E0978 QTY: 1)
Description: OXYGEN TANK CARRIER (E2208 QTY:1)

Description: TRANSFER BOARD (REQUIRES A WHEEL CHAIR ON FILE) (E0705 QTY:1)

BACK SUPPORT CUSHION — General Use (E2611, QTY: 1)

SEAT CUSHION: (E2601/E2602 General Use , E2622-Skin Protection, E2607/E2608 Skin Protection & Positioning QTY: 1) (E2602, E2608 FOR WHEELCHAIRS
22 INCHES AND GREATER)

SEAT BELT-The Patient has weak upper body muscles, upper body instability or muscle spasticity which requires use of a safety belt/pelvic strap for proper
positioning (E0978 QTY 1)

CUSHION SELECTION IS BASED ON THE QUALIFYING DIAGNOSIS BELOW (SEE ICD-10 DIAGNOSIS CODES ON BACK)
COMPLETE THE DIAGNOSIS CODES BELOW

g ogubodoooo

Parkinson's G35.____ Multiple Sclerosis . Hemiplegia Paraplegia

Quadriplegia 189. Pressure Ulcer

Alzheimer's  g71, Muscular Dystrophy

IF NO DIAGNOSIS CODE IS PROVIDED A E2601 GENERAL USE CUSHION WILL BE DELIVERED

(K0195/K0053) Indicate which of the following conditions describe the patient.
[ JWHEELCHAIR ELEVATING LEG REST / ARTICULATING LEG REST
(CHECK) all that apply.
d 1. Patient has a musculoskeletal condition or the presence of a cast or brace which prevents 90 degree flexion at the knee
2. Patient has significant edema of the lower extremities that requires having an elevating leg res
Patient h ignificant ed f the | tremities that ires havi levating | t
] 3. Patient meets the criteria for and has a reclining back on the wheelchair

GEL / FOAM OVERLAY MATTRESS (E0185, QTY: 1) Indicate which of the following conditions describes the wheelchair patient:

(1  1:LIMITED MOBILITY OR [ 1 2: ANY PRESSURE ULCER ON TRUNK OR PELVIS [ ] 3: COMPLETELY IMMOBILE

AND (CHECK ALL THAT APPLY):

[] a. IMPAIRED NUTRITIONAL STATUS [ 1 ¢ ALTERED SENSORY PERCEPTION

[ ] b. FECAL OR URINARY INCONTINENCE [] d. COMPROMISED CIRCULATORY STATUS

1, the undersigned, certify that the above prescribed equipment/supplies is medically necessary as part of my treatment for this patient. In my opin-
ion, the equipment prescribed is reasonable and necessary for accepted standards of medical practice and treatment of this patient’s condition and
has not been prescribed as “convenience equipment.”

Physician Name: Physician Telephone #
Physician Address: City: State: Zip
Physician Signature: NPI#: Date:

Note: Please maintain a copy of the Written Order. which must be kept on file for 7 years or longer if, required by state law.
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