STANDARD WRITTEN ORDER

=
2o
E L First Name Last Name Date of Birth Start Date of Order
=
All Others Medicare
O Knee Extension O E1810 O E1813 O Right O Left
O Knee Flexion O E1810 O E1814 O Right O Left
O Elbow Extension O E1800 O E1803 O Right O Left
O Elbow Flexion O E1800 O E1804 O Right O Left
O Ankle Dorsiflexion O E1815 O E1822 O Right O Left
O Ankle Plantar O E1815 O E1823 O Right O Left
O Wrist Extension O E1805 O E1807 O Right O Left
O Wrist Flexion O E1805 O E1808 O Right O Left
. ) O Right O Left
@ O Finger Extension O E1825 O E1826 10 20 30 40 50 10 20 30 40 50
= O ri
e ) ) ight O Left
fa O Finger Flexion O E1825 O E1827 10 20 30 40 350 10 20 30 40 50
)
. & I QO Right O Left
% g O MTPExt./Dorsiflexion O E1830 O E1828 10 20 30 40 50 10 20 30 40 50
o & -
s ) O Right O Left
§ O MTP Flexion/Plantar O E1830 O E1829 10 20 30 40 50 10 20 30 40 50
o O Right O Left
O Hammer Toe O E1830 O E1830 10 20 30 40 350 10 20 30 40 50
O Hallux Varus/Valgus O E1830 O E1830 O Right O Left
O Internal Rotation O Elevation
O Shoulder O E1840 O E1840 O External Rotation O Flexion
O Right O Left
O Forearm - Sup/Pro O E1802 O E1802 O Supination QO Pronation O Right O Left
O Hand (MCP) Extension O E1805 O E1807 O Right O Left
O Hand (MCP) Flexion O E1805 O E1808 O Right O Left
O Jaw O E1700 O E1700
O Carpal Tunnel O E1399 O E1399 O Right O Left
O Resting Hand/Wrist Orthosis - L3809 QO RestAir™ Hip Orthosis - L1652
« O BendEase Hand - L3809 O NeuroFlex™ Restorative™ Knee Orthosis - L1831
=3 O NeuroFlex™ Restorative™ FlexHand - L3809 O MPO 2000 Active® Ankle-Foot Orthosis - L4397
g' E O NeuroFlex™ Restorative™ Elbow Orthosis - L3761 QO safeboot - L4397
= = @) Kentucky Kollar - L0113 QO Soft Padded Shoe (for use with Toe Dynasplint® Systems) - E1399
T
g ) QO Restorative™ VertebrEase TLSO - L0456 O Dynamic Control Boot - L1971
ﬁ E O Restorative™ VertebrEase LSO - L0631 O Replacement Soft Interface Material - E1820
[v]
2 WRIST/ HANDPIECE ATTACHMENTS O Hand Pan "C" Cup O Mmitt O Padded Palmar
(SELECT ONE) L3924 O Anti-Spasticity ball QO Universal Flat O Progressive Hand
3
o« Initial ROM Frequency of Use: Time(s) Per Day Hour(s) Per Day
wv
@ V)
8 Primary Diagnosis Code (PLEASE PROVIDE PATIENT CHART NOTES RELATED TO THIS DIAGNOSIS) = . s
= £ | O Personalized Fitting
2 :
a Secondary Diagnosis Code (PLEASE PROVIDE PATIENT CHART NOTES RELATED TO THIS DIAGNOSIS)
=2
:z: E O 1Month O 3 Months O 6 Months O 12 Months O Lifetime O Other:
=e)
cZ) Physician’s Name (Please Print) Phone Number
Ew
o
E E NPI Number Fax Number
25
20
z g Street Address City State Zip Code
v} 5 [ certify that | am the treating physician identified on this standard written order. | have received this completed standard written order and agree with prescribing the
¥ items listed. This standard written order has been reviewed and signed by me and [ certify that all information is true and accurate to the best of my knowledge.
T
[-%

Physician’s Signature NOTE: Signature and Date Stamps are Not Acceptable Date




	Blank Page

	Start Date: 
	Date of Birth: 
	First Name: 
	Last name: 
	Initial: 
	Frequency of Use: 
	Times Daily: 
	Primary Diagnosis Code PLEASE PROVIDE PATIENT CHART NOTES RELATED TO THIS DIAGNOSIS: 
	Secondary Diagnosis Code PLEASE PROVIDE PATIENT CHART NOTES RELATED TO THIS DIAGNOSIS: 
	Street Address: 
	Other: 
	Physicians Name Please Print: 
	Phone Number: 
	NPI Number: 
	Fax Number: 
	State: 
	Zip Code: 
	City: 
	Provider Date: 
	Check Box_0: Off
	Check Box_1: Off
	Check Box_2: Off
	Check Box_3: Off
	Check Box_4: Off
	Check Box_5: Off
	Check Box_6: Off
	Check Box_7: Off
	Check Box_8: Off
	Check Box_9: Off
	Check Box_10: Off
	Check Box_11: Off
	Check Box_12: Off
	Check Box_13: Off
	Check Box_14: Off
	Check Box_15: Off
	Check Box_16: Off
	Check Box_17: Off
	Check Box_18: Off
	Check Box_19: Off
	Check Box_20: Off
	Check Box_21: Off
	Check Box_22: Off
	Check Box_23: Off
	Check Box_24: Off
	Check Box_25: Off
	Check Box_26: Off
	Check Box_27: Off
	Check Box_28: Off
	Check Box_29: Off
	Check Box_30: Off
	Check Box_31: Off
	Check Box_32: Off
	Check Box_33: Off
	Check Box_34: Off
	Check Box_35: Off
	Check Box_36: Off
	Check Box_37: Off
	Check Box_38: Off
	Check Box_39: Off
	Check Box_40: Off
	Check Box_41: Off
	Check Box_42: Off
	Check Box_43: Off
	Check Box_44: Off
	Check Box_45: Off
	Check Box_46: Off
	Check Box_47: Off
	Check Box_48: Off
	Check Box_49: Off
	Check Box_50: Off
	Check Box_51: Off
	Check Box_52: Off
	Check Box_53: Off
	Check Box_54: Off
	Check Box_55: Off
	Check Box_56: Off
	Check Box_57: Off
	Check Box_58: Off
	Check Box_59: Off
	Check Box_60: Off
	Check Box_61: Off
	Check Box_62: Off
	Check Box_63: Off
	Check Box_64: Off
	Check Box_65: Off
	Check Box_66: Off
	Check Box_67: Off
	Check Box_68: Off
	Check Box_69: Off
	Check Box_70: Off
	Check Box_71: Off
	Check Box_72: Off
	Check Box_73: Off
	Check Box_74: Off
	Check Box_75: Off
	Check Box_76: Off
	Check Box_77: Off
	Check Box_78: Off
	Check Box_79: Off
	Check Box_80: Off
	Check Box_81: Off
	Check Box_82: Off
	Check Box_83: Off
	Check Box_84: Off
	Check Box_86: Off
	Check Box_87: Off
	Check Box_88: Off
	Check Box_89: Off
	Check Box_90: Off
	Check Box_91: Off
	Check Box_92: Off
	Check Box_93: Off
	Check Box_94: Off
	Check Box_95: Off
	Check Box_96: Off
	Check Box_97: Off
	Check Box_98: Off
	Check Box_99: Off
	Check Box_100: Off
	Check Box_101: Off
	Check Box_102: Off
	Check Box_103: Off
	Check Box_105: Off
	Check Box_106: Off
	Check Box_107: Off
	Check Box_108: Off
	Check Box_109: Off
	Check Box_110: Off
	Check Box_111: Off
	Check Box_112: Off
	Check Box_113: Off
	Check Box_114: Off
	Check Box_115: Off
	Check Box_116: Off
	Check Box_117: Off
	Check Box_118: Off
	Check Box_119: Off
	Check Box_126: Off
	Check Box_127: Off
	Check Box_128: Off
	Check Box_129: Off
	Check Box_130: Off
	Check Box_131: Off
	Check Box_132: Off
	Check Box_133: Off
	Check Box_134: Off
	Check Box_135: Off
	Check Box_136: Off
	Check Box_137: Off
	Check Box_138: Off
	Check Box_139: Off
	Check Box_140: Off
	Check Box_141: Off
	Check Box_142: Off
	Check Box_143: Off
	Check Box_144: Off
	Check Box_145: Off
	Check Box_146: Off
	Check Box_147: Off
	Check Box_148: Off
	Check Box_149: Off
	Check Box_150: Off
	Check Box_151: Off
	Check Box_152: Off
	Check Box_153: Off
	Check Box_154: Off
	Check Box_155: Off
	Check Box_156: Off
	Check Box_157: Off
	Check Box_158: Off
	Check Box_159: Off
	Check Box_160: Off
	Check Box_161: Off
	Check Box_162: Off
	Check Box_163: Off
	Check Box_164: Off
	Check Box_165: Off
	Check Box_166: Off
	Check Box_167: Off
	Check Box_168: Off
	Check Box_169: Off
	Check Box_170: Off
	Check Box_171: Off
	Check Box_172: Off
	Check Box_173: Off
	Check Box_174: Off
	Check Box_175: Off
	Check Box_176: Off
	Check Box_177: Off
	Check Box_178: Off
	Check Box_179: Off
	Check Box_180: Off
	Check Box_181: Off
	Check Box_182: Off
	Check Box_120: Off


