
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. 

The following notations must be on file and retrievable upon request for a K0901 prescription: Cervical and 
Lumbar-sacral orthosis, sagittal-coronal control, with rigid anterior and posterior frame/panel(s), posterior 
extends from sacrococcygeal junction to T-9 vertebra, lateral strength provided by rigid lateral frame/panel(s), 
produces intracavitary pressure to reduce load on intervertebral discs, includes straps, closures, may include 
padding, shoulder straps, pendulous abdomen design, prefabricated, off-the-shelf. 
 
LON: _____ 99 month or other: _____ 
 
_____ TAILBACK 56 - L0456 
_____ TAILBACK 50 (OTS FIT) - L0650 
_____ TAILBACK 48 (OTS FIT) - L0648 
_____ TAILBACK 42 (OTS FIT) - L0642 
_____ EZ Collar 74 - L0174 
_____ EZ Collar 80 - L0180 
 
DIAGNOSIS CODE 
_____ M53.2X7  Spinal instabilities, lumbosacral region 
_____ M53.3  Sacrococcygeal disorders, not elsewhere classified 
_____ M50.00  Intervertebral disc disorder with myelopathy, cervical region 
_____ M51.26  Other intervertebral disc displacement, lumbar region 
_____ M51.27  Other intervertebral disc displacement, lumbosacral region 
_____ M51.37  Other intervertebral disc degeneration, lumbosacral region 
_____ M54.6  Pain in thoracic spine, unspecified 
_____ M47.817  Spondylosis w/o myelopathy or radiculopathy, lumbosacral region 
_____ M51.06 Intervertebral disc disorder with myelopathy, lumbar region 
_____ M51.36 Other intervertebral disc degeneration, lumbar region 
_____ M48.06 Spinal stenosis, lumbar region 
_____ S33.5XXA Sprain of ligaments of lumbar spine, initial encounter  
_____ Other: ________________________________ 
 



 
 
 
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 
 
 
Cervical and Spinal orthosis is prescribed for the following indication(s) 
_____To Reduce pain by restricting mobility of the trunk 
_____To facilitate healing following an injury to the spine or related tissues 
_____To facilitate healing following a surgical procedure to the spine 
_____To otherwise support weak spinal muscles and/or deformed spine 
 
 
What is your treatment goal(s) for the use of the cervical or spinal 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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