[ ) ] 00479, .
B BLACKBURN'S OSTOMY ORDER FORM Phone: 800-472-2440 Fax: 724-230-3705

ME..,,EE}C,!,'!!:' **Please complete all the information below and attach all signed Please contact Customer Service with any questions
dviono Symicmas chart notes and patient demographic information**
First Name: Last Name: Male: [ Female: (]
Address: DOB: HGT: WGT:
= City: State: Zip: Phone: Alternate Phone:
g Email: Patient’'s Preferred Language: [ English [JSpanish  Other:
o
Responsible / Emergency Contact: Emergency Contact Phone:
Does the patient have a latex allergy? [Yes CIno Has the patient been instructed on the use of the requested supplies? [ Yes CINo
Is the patient being seen by a Home Health Agency? [ Yes O No
Q
E Primary Insurance: Policy ID # Group#___ Phone:
=i
2| Secondary Insurance: Policy ID # Group # Phone:
Primary ICD-10 Diagnosis Code *: Secondary ICD-10 Diagnosis Code *: ** Codes must state the specific type of ostomy
Type of Ostomy
[ Colostomy [ lleostomy [ Urostomy
PRODUCT SELECTION Check all items that apply ltem Part # Frequency of Use Quantity Per Month
Medicare allowable is 20 Drainable Pouches or 60 Closed Pouches per month. Medicare allowable is 20 Wafers per month.
Ostomy - 1 Piece Pouch Pouch #
Ostomy - 2 Piece Pouch Pouch #
Wafer for 2 Piece Pouch Stoma Size: Wafer #
ACCESSORIES ltem Part # Frequency of Use Quantity Per Month
Skin Barrier / Wafer (20 /month)
Skin Prep Wipes (150 wipes / 6 months)
Barrier Ring (20 / month) Oz O4
Barrier Strips (20 each / month)
Stoma Paste (4 oz.  month)
Deodorant (16 oz. / month)
Adhesive Remover Wipes (16 oz or 300 wipes / month)
Strip Paste (4 oz. | month)
Lubricant (4 oz. / month)

Ostomy Powder (10 oz. / month)

Tape: D Paper D Cloth D Pink / D 1" (2/ month) D 2’ (1/month)

Belt: (1/month) Waist Size:

Night Urinary Drainage Bag (2 /month)

Other Supplies:

REFERRAL INFORMATION

Office Name: Phone:
Address: Fax:
Contact; Email:

How would you prefer to be contacted: [ Phone [ Fax [JEmail

BY SIGNING BELOW, | AUTHORIZE the use of this document as an order and | certify that the above prescribed supplies are medically necessary and reasonable.
I will maintain an orginal signed and dated copy of this order in my medical records.

Ordering Clinician: (Please Print - Stamps not permitted) MD# NPI:
Signature: Date:
Duration of Need: ___ (# Months) Start Date: # of Refills: _ Dispense Amount (Select One):  []30-day [ 90-day
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