
Patient Information 

Name: ___________________________________________________ 

Address:__________________________________________________ 

City: _______________________State:________ Zip:_____________ 

DOB: __________________ Phone: ___________________________ 

Wound # Item Description-product name with item # if available 

**Due to availability alternative products may be required 

Primary  or 

Secondary 

Dressing 

Frequency of Change # of Dressings to 

be used with 

each change 

1 Example:   Mepilex 4x4 w/ border  Primary Every other day 1 

     

     

     

     

     

     

***Prescription Valid for:         30 days          60 days          90 days                                     Start Date: _________________________________ 

Location of Wound(s): Wound # 1_______________________ Wound # 2__________________________ Wound # ___________________ 

***Federal policy states that all orders for surgical dressing are to be renewed every 90 days and require a new face to face visit with de-

tailed documentation of wound status, drainage, wound size, location and wound type. 

Direct Questions To:    Michelle Chamberland 

Tel: 207-621-0698 ext 214   |    Fax: 207-622-0952 

mchamberland@communityrx.com 

COMPLETE ORDER, SIGN, DATE, AND FAX WITH MEDICAL RECORDS TO 207-622-0952 
 

 Wound # 1 Wound # 2 Wound # 3 

Location LT                   RT      LT                  RT        LT                  RT      

Drainage Dry    Lt     Mod     Hvy     N/A Dry    Lt     Mod     Hvy     N/A Dry    Lt     Mod     Hvy     N/A 

Thickness Superficial   Partial    Full   N/A Superficial   Partial    Full   N/A Superficial   Partial    Full   N/A 

Ulcer Stage I        II       III       IV       N/A I        II       III       IV       N/A I        II       III       IV       N/A 

Is Wound Debrided or Surgically 

Created? 
Yes               No Yes               No Yes               No 

Diagnosis Code(s):       Wound # 1_______________________ Wound # 2__________________________ Wound # ___________________                       

  

Prescriber Signature, Credentials  Signature Date 

  

Prescriber Printed Name, Credentials (Federal Policy)  NPI# 

   

Address: Tel# Fax# 

Dear Physician-your signature will act as an agreement for Community Pharmacies to provide the above mentioned Medicare B/MaineCare DME to 
your patient.  Please document the medical justification in the patient’s medical record for audit purposes.    

mailto:mchamberland@communityrx.com?subject=Wound%20Care%20Order
http://www.communityrx.com/

