\KSG Homecare

Raising the standard of care.

OXYGEN ORDER FORM

PHONE: 949.474.2050 FAX: 949.474.4460

**ALL FIELDS MUST (PLEASE) BE FILLED OUT FOR PROMPT DELIVERY*

Patient Name: DOB: Gender: M F
Phone: Cell:

Insurance: Policy ID:

DIAGNOSIS CODES:

PRESCRIPTION DETAILS

LENGTH OF NEED (NUM. OF MONTHS): _ 1-99 (99-LIFETIME)

LITER FLOW (LITERS PER MINUTE): __

DOSE: = CONTINUOUS (NON-STOP) OR _ PULSE (ON INHALATION ONLY)

DELIVERY METHOD (*SELECTONE*): _ NASALCANNULA__ MASK (OVER 5 LPM) TRACH

SPECIFICATIONS: __ CONTINUOUS (24 HOURS) ___AS NEEDED (PRN) __ NOCTURNAL __ BLEED IN W/ PAP

EQUIPMENT DETAILS/ HCPCS

__ HOME CONCENTRATOR (HCPC E1390) ___ HUMIDIFIER (E0555)

__ PORTABLE SYSTEM (HCPC E0431) _ POC (HCPC1392)*DEPENDENT ON LITER
FLOW, AVAILABILITY AND CONTRACT SPECIFICATIONS

QUALIFYING DETAILS

DATE OF TESTING;
ARTERIAL BLOOD GAS PO2: mmHg
OXYGEN SATURATION TESTING: %

PHYSICIAN NOTES

Physician Name: NPI:
Phone: Fax:
Physician Signature: Date:




