
DME Order Form 
 
Physician Order/ Prescription/ Letter of Medical Necessity: 

Patient Name: ________________________  ICD-10 DX: x______ x______ x______ x______  

Patient Address:____________________________________________ Patient Phone:__________________ 

Physician Name (Print): __________________________________ NPI:_________________ 

DOI:______________ 

 
 
STATEMENT OF MEDICAL NECESSITY- The above referenced device is being ordered as adjunctive therapy in 
reducing the level of pain and symptoms associated with the above diagnosis, and for the overall improvement of the 
patient's quality of life. All Products Prescribed for this Patient is based on Medical Necessity and my evaluation of the 
above referenced patient: 
 
 
PATIENT INSURANCE INFORMATION: 
Carrier Name:___________________________ Member ID #:_________________ 

 
 

Please ensure the information below is consistent with your patient's medical record. 
 
Wrist hand finger orthosis, includes one or more nontorsion joint(s), elastic bands, turnbuckles, may include 
soft interface, straps, prefabricated, off-the-shelf. 
 
If not Bilateral, please specify: ____ Right or ____Left Length of Need (Lifetime if not specified):__________ 
 
 
_____ EZ Wrist Brace Universal Right - L3908 
_____ EZ Wrist Brace Universal Left - L3908 
_____ EZ Thumb Spica Universal Right - L3809 
_____ EZ Thumb Spica Universal Left - L3809 
 
 
DIAGNOSIS: (Please Check all that apply)  
_____ G56.00 Carpel tunnel syndrome 
_____ M06.9 Rheumatoid arthritis and other inflammatory polyarthropathies  
_____ M19.049 Osteoarthritis, localized, primary, hand 
_____ S62.166B Sprains and strains of carpal (joint) (ligament) 
_____ S63.329A/S63.529A Sprains and strains of radiocarpal ligament, initial  
_____ S63.90XA/S66.919A Sprains and strains of wrist and hand, unspecified site  
_____ Other: ______________________ 
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STATEMENT OF MEDICAL NECESSITY- This brace is being ordered as adjunctive therapy in reducing the 
level of pain and symptoms associated with the above diagnosis, and for the overall improvement of the 
patient's quality of life. 
 
 
Previous Treatments: 
Acetaminophen:   _____Currently _____Past _____Never 
NSAIDs / COX-2 Inhibitor:   _____Currently _____Past _____Never  
Exercise / Strengthening:   _____Currently _____Past _____Never  
Patient Education:   _____Currently _____Past _____Never 
Physical / Occupational Therapy:   _____Currently _____Past _____Never 
 
 
Orthosis is prescribed for the following indication(s) 
_____To Reduce pain by restricting mobility of the wrist and hand 
_____To facilitate healing following an injury to the wrist or related tissues  
_____To facilitate healing following a surgical procedure to the wrist or hand  
_____To otherwise support weak muscles and/or deformity 
 
 
What is your treatment goal(s) for the use of the orthosis?  
____ Improvement in patient's pain 
_____Improvement in patient's function 
_____Increase performance in activities of daily living 
_____Reduce medications  
_____Slow degeneration 
 
 
 

 
 
 
 
 
Ordering Physicians (PRINT):______________________________________________ 
 
Ordering Physicians (Signature/ No Stamp):____________________________________Date:__________ 

 
 
 
 

 
 
 

 
*** Please provide any additional documentation to support patient medical necessity. *** 
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CyteMed Prescription Ship To Form 

SHIPPING INFORMATION 
Please select one of the following methods 

 
 
___ Ship To Patient 
 
___Same address as above 
 
Patient Name:______________________________________________ 

Address:__________________________________________________  

City:__________________________   State:____   Zip Code:________  

 

 
 
___ Ship To Practice 
 
___Same address on file 
 
Practice Name:_____________________________________________ 

Address:__________________________________________________  

City:__________________________   State:____   Zip Code:________  

 
 

 
___ From Practice Inventory 
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