Arrow Respiratory Care
9567 Arrow Rte., Ste. L
Rancho Cucamonga, CA 81730

Phone: 909-987-1661

. e . T~ FAX: 909-363-7333
PhySIClanS Written Order ARROW RESPIRATORY CARE * Email: arrowcares@yahoo.com
****REQUIRED: Initial Date: RERE NPI#

PATIENT iNFORMATION
Last, First M Phone
Other Phone Emergency Contact Phone
Email Date of Birth Gender [_] M [] F Height Weight
PHYSICIAN INFORMATION
Practice Name Physician First, Last
Address Contact Name
City State Zip Email
Office Phone Office Fax
SLEEP THERAPY Length of Need {months} 99 =Lifetime unless otherwise specified
1 ceap (Ens01) cmH20
] auto cPaP (C0601) min frnax cmH20
[ Bl-Level (E0470) IPAP JEPAP cmH20
1 auto Bi-Level (E0470) IPAP max /EPAP min emH20 PS5 max emH20
[ Bi-Level ST (F0471) |IPAP JEPAP cmH20 Rate BPM
[ asv (ena7a) EPAP min frax emH20 PS min /PS max emH20
Max Pressure cmH20 Rate BRI
SLEEP THERAPY INTERFACE {* Indicates standard supplies needed per mask type)
MNASAL MASK FULL FACE MASK NASAL PILLOWS
[ nasal Mask (A7034) 1 per 3 mo* 1 Full Face Mask (A7030) 1 per 3mo * 0 Nasal Pillows (A7033) Z per mo™
[ seals/Cushions (A7032) 1 per mo [71 seals/Cushions/Flaps (47031) I per mo [ Headgear {A7035) - 1 per 6 mo*
D Headgear (A7035) ! per 6 mo* [] Headgear (A7035) - 1 per 6 mo™ [ Tubing (A7037) 1 per 3 mo*
71 Tubing (77037} 2 per 3 mo™ [ Tubing {A7037) 1 per 3 mo* [C] pisposable Filter (A7038) 2 per mo*
[0 pisposable Filter (A7038) 2 per ma™* [ pisposable Filter (A7038) 2 per mo™* [ Rreusable filter {A7039} 1 per 3 mo*
O Rreusable filter (A7039) 1 per 3 mo* ﬂ Reusable filter [A7039) 1 per 3 mo* [ water Chamber {A7046) 1 per 6 mo*
] water Chamber [A7046) 1 per & mo* 71 water Chamber (A7045) 1 per 6 mo¥ [ Heated Humidification (E0562)*
] Heated Humidification (EO562)* 7] Heated Humidification (ED562)* OTHER [T Chin Strap (A7036} I per 6 mo
[71 Heated Wire Tubing (A4064) 1 per 3 mo*
DIAGNOSIS O osa (327.23) [] complex / Central Sleep Apnea (327.21) ] other
HOME OXYGEN Length of Need (months] 99 =Lifetime tinfess otherwise specified
D Oxygen @ LPM [} Cantinuous [ Nocturnal [ Ambulating  DELIVERY METHOD 0 nasal Cannula ﬂ Other
TEST RESULTS {Required) Test Date, RA SAT %
AMBULATING ONLY Sp02% RA Resting RA Ambulating Ambulating on 02, LPM
DIAGNOSIS [ copp {496) [] Emphyserma {491.21) [ Chronic Bronchitis (481.0) [] Chronic Asthma (493.20) [] Other
AFROSOL THERAPY Length of Need {months) 99 =Lifetime unless otherwise specified
] Nebulizer Compressor and Kiz (E0570, A7003) SUPPLIES [ ] Nebulizer Kit (A7003) 2 per mo [] Mask (A7015) 2 per mo [ Meds
DIAGNOSIS [ copp (496) ] Emphysema (491.21) [[] Chronic Bronchitis {491.0) [} Chronic Asthma (493.20) [] other
OXIMETRY TESTING ] overnight Select One [] Roomair  [] with PAP @ emH20 [ witho2 LPM
DIAGNOSIS [ copo(496) [ Emphysema (491.21) [ Chranic Bronchitis (461.0) ] Chranie Asthma {493.20) [] Other

I, the undersigned, certify that the above prescribed equipment/supplies are medically necessary with reference to accepted standards of
medical practice of the patient's condition.

Physician/Provider Signature Date

Fax to: 909-363-7333 Or email: arrowcares@yahoo.com
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