hio Department oMedicaid

ACTION: CERTHICATE OF ME NECESS TY/PRESORIETION?7/2018 8:39 AM
PNEUMATIC COMPRESSIONDEVICES AND ACCESSORIES
5160-10-04
SECTION A: Consuner/Provider Information
Certification Type: [] hitial [] Revised [ ] Recetification
Consume's Nane Provider's Name
ConsumeDOB ConsumeSex ConsumeHT (in.) ConsumeWT (Ibs.)
[0 Female O Mmale
(If consumeis not resithg at hane address) Presciber’s Name
Faciity Name

Presciber’s NPI Number

Faciity Address Presciber’s Telephone

Faciity City, State and 7i Code Presciber’s Medtad Legacy Numbe(Optiond)

SECTION B: Informaionbelow may not be completed by theovider of the Items/Supplies
Edg. Length & Neel ¢ of Months) Diagnosis Codes (ICD-9)

1-99 (994 IFETIME)
Last Consumer Medid Examinaion (MM/DD/YR)

ANSWERS ANSWER QUESTIONS 1-5 FOR PNEUMATIC COMPRESON DEVICES

(Check Y for Yes, N for No, or Dfor DoesNot Apply, UnlessOtherwiseNoted, peaseprovide alditiond information o any Y
responses in section (C)) (@ this form)

OY ON [OD | 1 Doesthe consumehave ctronic venous insffiiciency with venous tsis ulces?

Oy ON OD 2. If the consumehas venous stasis ulsghaveyou seen the consumeregularly ove the past six nonths ard treated the ulcers
with a compreson bandage syste or compresson garmet?

OY ON OD | 3. Hasthe consumehad radical carer sugery a radiaion for cance that interupted normal lymphatic dranage d the extrenity?

OY ON [OD | 4 Doesthe consumehave a malignant tumawith obstrution of the lymphéic dranage d an extrenity?

OY ON [OD | 5 Hasthe consumehad lymphedema sice chidhood or addescence?

NAME OF PERSON ANSWERING FECTION B QUESTIONS)F OTHER THAN PRESCRIBER (Please Print)
Name Title Employer

SECTION C: Narative Desciption of Equipmem, Cost and Medtd Necessiy

(1) Narativedesciption of dl itens, accesories andoptions ordeed (2) Provider chaye and (3) Mediad Fee Schedule Aowance fo
ead item, a&cesory, andoption.

(2) Narativedesciption of dl Y answers re@dedin sedion B of this document and anydaitional dinicd information necessary to
support medcd necessty of equipment andaccesories being presgbed.

| certify that | amthe prescriberidentified above | certify that theinformaion on this cettificate of medcal necessity and anynformaion on any
attacheddocuments signed and dated by metisieto the best of my knowedge | understandthat anyfalsificaion, omsson, or concealmen of
materid fact may sibjed me tocivil or criminalliability. (SIGNATURE AND DATE STAMPS ARE NOT ACCEPTABLE)

Presciber’s Signéure

Date Providers NPl Number
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