COMMUNITY ROLLATOR/WALKER ORDER FORM

P H A R M Ac I E S Fax Completed Form and Medical Records To: 207-622-0952

Questions call Michelle: 207-621-0698 ext 214

PATIENT INFORMATION:

First Name: Last Name: Date of Birth:

Physical Address:

City: State: Zip:

Phone #: Email: Mobile:

INSURANCE INFORMATION:

Primary Insurance Name: ID#

Secondary Insurance Name: ID#

CLINICAL INFORMATION:

Start Date: Length of need = 99 if lifetime unless otherwise indicated:

Primary Diagnosis:

RECOMMENDED EQUIPMENT: (make selection)

Standard Walker-without seat, with wheels E0143
Standard Bariatric Walker—(if client weighs over 300 lbs), with wheels E0149
4-Wheeled Walker with seat and brakes E0143, E0156
4-Wheeled Bariatric Walker with seat and brakes (if client weighs over 300 Ibs) E0149, E0156

A standard walker and related accessories are covered if all of the following criteria(1-3) are met:

1. The patient has a mobility limitation that significantly impairs their ability to participate in or more mobility-related activities of daily living (MRADL) in the
home. A mobility limitation is one that:

Yes No a) prevents the beneficiary from accomplishing the MRADL entirely, or

b) Places the beneficiary at reasonably determined heightened risk of morbidity or mortality secondary to the attempts to perform the MRADL, or

c) Prevents the beneficiary from completing the MRADL within a reasonable time frame; and

Yes No 2. The patient is able to safely use the walker; and

Yes No 3. The functional mobility deficit can be sufficiently resolved with the use of a walker

Additionally:

Yes No Does the patient require greater stability than a cane or crutches can provide?

Yes No Does the patients weight exceed 300 Ibs? | If Yes, what is the patients weight? Ibs

Yes No Does the patient’s height exceed 6 ft?

Yes No Has the patient had similar equipment in the past? If Yes, when?

Medical records that reflect the need for the care provided are required and must be within 6

months of the signed orders

Licensed Healthcare Provider Acknowledges: My signature denotes that the statements above are true, accurate and complete, to the best of my knowledge. | certify that
the patient is being treated by me and | have seen the patient in the last 6 months. The patient is informed that s/he will be contacted by Community Pharmacy regarding
coverage for items ordered. | authorize the prescription of the supplies above.

Signature of Physician, Nurse Practitioner, Physician Assistant Printed Name of Physician, Nurse Practitioner, Physician Assistant

NPI: Date: Phone: Fax:
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