Pleurx™ Catheter System or

Questions? Call Edgepark Physician’s Written Order @ .
Peritk™ Catheter System Speciglists:  Pleural and Peritoneal Dﬁe Supplies CareFusion

Phone: 1-877-307-8033

Fa 1-877-307-6350 Start Date /) Al fialds ara required to process an order.
Frst: Last: M Patient DOB: ! ! Gender &3 M &3 F
H nddress: Phona #:
K City: State: Iip: E-miail Addrass:
Alternativa Pafient Contact: Altarmata Contact Phana:
Prescribing Physician Name: Primary Insuranca:
Streat Addrass: Policy|D #
City: State: ip: [-] Group £
Fhona: Fax: E Phana &
NP1 & ! E Sacondary Insurance:
Placemant Facility- B FolicyID &
Alternativa Physacian Contact: Group £
Alternativa Physician Phona: Phana #
Primary - Location of Fluid Accumulation (Required) Please indicate the prescribed frequency of use and
Please Check Appropriate Diagnosis: quantity to be dispensed.
[ J91.8 Unspacified Plovral Effusion  [7] Othar: | Has this patient ewer ondered these supplies before?  Yes 7 No
| J91.0 Malignant Pleural Effusion  [7] Other: . Single Drain
| J90 Plaural Effusion [™1 Once per day (90 Pleur¥™ Drainapa Kits in 00 days)
[ Ri8.0 Maignant Ascites - | | Ewery other day (50 PleurX™ Drainaps Kits in 90 days)
| Ri8.8 Oiher Ascites ] M Ofher ( Pleur)™ Drainzge Kits in 90 days) e
Secondary — Condifion Causing Drainage Treatment {Required) % Bilateral Drain S
[ (3490 Lung Cancer [71 150.9 Heart Failure [ | | Once per day (180 Pleurd™ Drainage Kits in 90 days)
|  CS50.919 Femnale BreastCancer | | CS56.8 Ovarian Cancer E‘ [ Every other day (90 PlaurX™ Drainapa Kits in 00 days)
™ C50.929 Mals Braast Cancer M1 Other: L& [7] Ofhar ( PleurX™ Drainage Kits in 90 days)
[~ Other:
N_uhu: Ea._ch case contains 10 Pleur.'l(f" I]rajpage Kits. Each !jmjna.gu
Estimated Duration of Need: [7]99 months (lifetime) it T"E;Fg vacuum battla “:Im df_‘“"ﬂg? '::ﬂl- faam Iﬁy"‘;ﬁ“
cut for catheter, transparent dressing, alcohol wipes (gty. 3),
|'10ther___months 47x 47 gauze pads (gty. 4). surgical drapa, gloves, clamp and
Placemant Date: ! f raplacamant vaive cap.
Discharga Data: i i

| cartify that | am the physician/practitioner identified on this form. | have reviewed the Physican’s Written Order. Any statement on my ketterhead attached hareto, has been
reviwed and signed by me. | castity that the medical necessity information & true, accurate and comiplets, to the best of my knowledge. | certify | am qualified, under CME
puidedines, to sign and prescribe medical squipment and supplies. | narlﬂr that the nammfcamgw iz e=pable and has successtully completed training or will be trained on the
proper u=a of the products prescribed on this Written Order. The patient’s record containg supporting documentation that substantiates the wtifization and medical necessity of tha
products listed and physician notes and other supporting documeantation will be provided to Bdgepark upon request. | understand any falsification, omission, or concealment of

material fact in that saction may subject me bo chil or eriminal lizbility. A copy of this o retained as part of the patient’s medical record.
Physician Signature: Date: NP1 #:

[Stamps are nat acceptabiz) [Stamps zre not accaptable)
Printed Name:

=+~ Flease f2x com| Torms 1o 1-877-307-B350" =~
MNote that incomplete or incarrect forms may experiance a delay in procassing.

[1 I'would Iie confirmation the prescription was recaived. Name:

Contact me viz [ Phone: or [ Email:
m epark must maks contact with the pati giwer prior to the shi of any supplies — supplies do not ship i ing on the patient's i
itional documentztion may be rsq-ul

Thes prascripdion or the information contained herain may be shared with or reporied to BD, the product manufacturer, for quality purposes to ensurm that the necessary msources

are available to sarvice patients using the Plaurk™ Catheter System or Parﬂf'l:atrmer&rmm preduct line. Such informztian is furnishad in compliance with HIPAA 10 allow
fior the best treatment of the patiant. Monetheless, & you or your patient do not wish for this prescription or information to be shared with B0, please il 1-877-307-8083 and a
PleurX™ Catheter System or PeritX™ Catheter Systam Specalizt at Edgepark Medical Supplies will 2zsist with this request and ensure that the information is not shared.

36141503

Must have Start Date

Must have patient identifiers

Must have NPl number and prescribing physician details listed. The alternate
physician contact is not necessary

Not required but helpful

Please list primary and secondary dx (if applicable)

Please include placement date and discharge date. Must have duration of need
selected. If select other, write the number of months

Must have frequency of use marked. Note: if you select other you must write a
number on the line next to other to indicate how many kits in a 90-day period

Must have Physician signature (not a stamp), Date, NPl and printed name



