
Quick Fax Order 

 CANTON AKRON CLEVELAND YOUNGSTOWN 
 (330) 478-3940 Fax (330) 572-2610 Fax (216) 642-9795 Fax (330) 259-0340 Fax 
 (330) 478-4100 (330) 753-8600 (216) 642-1447 (330) 743-7400 
 

Physician’s Printed Name:   _______________________________________________  NPI:  ___________________________  

Physician’s Signature:   __________________________________________________  Date: ______/______/______ 

Telephone:  ____________________________________________________________  

 

Important Note! Medicare/Medicaid policy prohibits the dispensing of DME equipment until a written order and face-to-face documentation 
supporting the need for each DME item ordered have been received by the provider. Confirm the face-to-face date and attach documentation.   

TO: Miller’s Homecare Client Care Specialist FROM:  __________________________________________________  

Face-To-Face Visit Date: _______/_______/_______ Order Date: _______/_______/_______ 

Patient Name ___________________________________________________________________  DOB:   ______________________  

Address: ___________________________________________________________________  Phone: _________________________  

Height:  __________  Weight: ____________ICD10 Code(s) For All Equipment:  ____________________________________________  

Primary Ins/ID:  ______________________________________  Secondary Ins/ID:  __________________________________________  

 Hospital Bed, Semi Electric (E0260) Allowable $ 131.08  Trapeze (E0910) $18.04

Length of Need (Months):  1  Lifetime   Other  ___________________  

Does the patient require positioning of the body in ways not feasible with an ordinary bed due  Y  N 
 to a medical condition or to alleviate pain?   

Does the patient require bed height different than a fixed height hospital bed to permit transfer to a chair,   Y  N 
 wheelchair, or standing position?   

Does the patient require frequent changes in body position and/or have an immediate need for a change  Y  N 
 in body position?    

Does the patient require traction which can only be attached to a hospital bed?   Y  N 

Does the patient require the head of the bed elevated more than 30 degrees due to a medical condition  Y  N 
 and pillows/wedges do not work successfully?   

 Gel Overlay (E0185) $294.36 

Length of Need (Months):  1  Lifetime   Other  ___________________  

Is the patient completely immobile and cannot make changes in body position without assistance?  Y  N 

Does the patient have limited mobility; cannot independently make changes in body position significant   Y  N 
 enough to alleviate pressure? 

Does the patient have a pressure ulcer on the trunk or pelvis?  Y  N 

Does the patient have? 

  Impaired Nutritional Status  Fecal or Urinary Incontinence 

  Altered Sensory Perception  Compromised Circulation 

 Bedside Commode (E0163) $111.45 

Length of Need (Months):  1  Lifetime   Other  ___________________  

Is the patient confined to a single room?  Y  N 

Is the patient confined to one level of the home and no toilet is on that level?   Y  N 

Is the patient confined to the home and the home has no toilet facilities?  Y  N 

 Other Equipment 

Length of Need (Months):  1  Lifetime   Other  ___________________  

Equipment Description:  ___________________________________________________________________________________________  

Special Delivery Instructions: _____________________________________________________________________________________  
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