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FAX COVER PAGE / DME ORDER REQUEST
Date: Total Pages:

To: From:

Fax: Patient:

Phone: Date of Birth:

Urgent For Review Please Reply

Dear Physician,
We have been asked to provide incontinence supplies to your patient named above.
Medicaid requires that you complete the attached CMN and Order Form so that we can
provide these supplies. On behalf of this patient, we are requesting your completion of
the attached. Please explain the medical necessity for these supplies on question #30
of the CMN and in the patient’s chart notes. Please fax both the CMN/PA Form and
Order Form back along with the relative patient chart notes. Thank you for your
cooperation and prompt response. We greatly appreciate your assistance in providing
for this patient!

PLEASE COMPLETE ALL HIGHLIGHTED AREAS, SIGN AND FAX BACK
with RELATIVE CHART NOTES TO (FAX)# 704-821-7777

QUESTIONS PLEASE CALL 704-821-7777 Ext 101

YOU DO NOT NEED TO FAX BACK THIS COVER PAGE
Notice of Confidentiality

The information contained in this facsimile message is legally privileged and confidential information intended only for the
use of the individual or entity named above. If the reader of this message is not the intended recipient, you are hereby
notified that any dissemination, distribution, or copying of this information is strictly prohibited. If you have received this
facsimile message in error please immediately telephone us at (704) 821-7777 and either return the original message to
us at the address shown above by the United States Postal Service or confirm to us that the original message has been
destroyed. Thank you. 12/2024



Incontinence Supplies Order Form

Referral Source: Consultant: Jay Buinicky

Phone # Phone #

Patient Demographics

Name: Phone:

Street Address: City: State: Zip:

DOB: Sex: M F Ht: Wt: Social Security #:

Insurance Information

Primary Insurance Information: ❑Medicare ❑Medicaid Secondary Insurance Information: ❑Medicare ❑Medicaid

Name: Name:

Address: Address:

Phone: Phone:

Policy #: Policy #:

SUPPORTING ICD-10 CODES / NARRATIVE DIAGNOSIS

1. 2. 3. 4.

DESCRIPTION OF ITEM HCPCS CODE QUANTITY

Adult Briefs/Pull Ups Code _____________

Circle Size Below

Small Medium Large XL

Up to 200 per month

Underpads A4554 Up to 150 per month

Gloves A4927 Up to 4 boxes per month

Adult Wipes A4335 Up to 4 boxes per month

The patient named above is being treated under a comprehensive plan of care. I, the undersigned treating physician certify
that the above prescribed is medically necessary for the patient. I believe that the following products are both reasonable
and necessary for the overall patients well being, condition and/or rehabilitation. I certify that the patient’s medical
records reflect the need for the item ordered and will be made available upon request.

Physician Name: NPI #:

Address: City: State: Zip:

Contact: Phone: Fax:

Physician Signature: Date:

Fax to 704-821-7777 or email to info@mobility-more.com



1/2/25

1/2/25 12/31/25 New T4527
UnderpadsA4554New

A492712/31/25
12/31/25

Gloves up to 4 boxes per month
Wipes up to 4 boxes of 50 per monthA4335New12/31/251/2/25

1/2/25
1/2/25

Protective Underwear

Condom Catheter - up to 35 per monthA4349New12/31/251/2/25
Beside Drainage Bags - up to 4 bags per monthA4358New12/31/251/2/25

New


