
                EASY ORDER  

 
 
 
 
                
 
 
 

 
FAX ALL ORDERS TO: _________________________ 
OFFICE NUMBER: ____________________________     
                                                                                           
                                                                                         ORDER DATE: _____________________ 

  
PATIENT NAME: __________________________________  DOB: _______________________ 
ADDRESS: ______________________________________________________________________ 
INSURANCE: ___________________________________________________________________ 
  

 
PLEASE ATTACH PATIENT DEMOGRAPHICS AND COPY OF INSURANCE CARD   

 

□ Overnight Oximetry on Room Air   

□ Overnight Oximetry on 02    

□ Overnight Oximetry on CPAP/BIPAP 
 
Diagnosis Code: 
  

 _____ 428.0 CHF  
 _____ 490 Bronchitis  
 _____ 492.8 Emphysema  
 _____ 496 COPD  
 _____ 518.83 Chronic Respiratory Failure  
 _____ 786.05 Shortness of  Breath  
 _____ 799.02 Hypoxemia  
 _____ Other: _____________________ 
 
 
 
                                      
PHYSICIAN’S NAME_____________________________________NPI#_______________________ 
PHYSICIAN’S SIGN_____________________________________ DATE__________________________ 

 

Physician: ____________________________________________ 
 
Nurse/Coordinator: ____________________________________ 
 
Phone Number:________________________________________             


