Prescription Please Fax To DirectHomeMedical at 603-386-6277

PATIENT INFORMATION

Name Phone

Date of Birth Email

DIAGNOSIS

O Obstructive Sleep Apnea (327.23) Length of Need (99 = Lifetime)
O Central Sleep Apnea (327.27) Notes

O Mixed Sleep Apnea (780.57)

O COPD (496) O Other (Please Describe)

SLEEP THERAPY DETAILS (Indicate Multiple Items As Needed)

O Provent SR Sleep Apnea Therapy (Nasal Device)

O CPAP Pressure cmH20
O Auto-CPAP Low c¢mH20 | High cmH20
O BilLevel S/ST | iPAP cmH20 | ePAP c¢mH20 | Backup Rate (For ST Only) BPM

O BiLevel Auto  Max iPAP cmH20 | Min ePAP cmH20 | Pres Supt cmH20

O Auto SV Min iPAP cmH20 | Max iPAP cmH20 | Min ePAP cmH20 | Rate BPM
O Adapt SV EEP c¢cmH20 | Min PS cmH20 | Max PS cmH20  Rate 15 BPM
O Supplies for above as needed O Other (Please Describe)

OXYGEN THERAPY DETAILS (Indiciate Multiple Items As Needed)

O Oxygen Therapy - Pulse Dose (Portable) O Oxygen Therapy - Continuous Flow LPM
O Supplies for above as needed O Other (Please Describe)

SUPPLIER INFORMATION

DirectHomeMedical.com Toll Free 888-505-0212

142 Lowell Road, Suite 17-392 Fax 603-386-6277

Hudson NH 03051 Email rx@directhomemedical.com

PHYSICIAN INFORMATION

Name Address
License # City

Email State / ZIP
Phone Fax

PHYSICIAN SIGNATURE DATE



