) BLACKBURN'S

M Hag-Kev Inc.

Medical Specialties
a aivision of RimIANS

WOUND CARE ORDER FORM

**Please complete all the information below and attach all patient demographic information**

Phone: 800-472-2440 Fax: 724-230-3705

Please contact Customer Service with any questions

First Name: Last Name: Male: [ Female: [

Address: DOB: HGT: WGT:
E City: State:____ Zip: Phone: Alternate Phone:
E Email: Patient’s Preferred Language: []English [JSpanish ~ Other:

Responsible / Emergency Contact: Phone:

Is the patient being seen by a Home Health Agency? []Yes []No Has the patient been notified of this order? [] Yes CINo
| Primary Insurance: Policy ID # Group # Phone:
= Secondary Insurance: Policy ID # Group # Phone:
WOUND INFORMATION (Please include chart notes that include detailed wound information)

E ICD-10 CODE (REQUIRED)| Location Fmg:::;: °fl Wound debrided? |Length x Width x Depth Stage/Thickness Drainage

1, Cdves Cno e X__mX__m|d2 O3 4 Oprartial [ Fu | CINore [IMin [CIMod  TlHvy

2. Cves Tno o X—m X |2 O3 O4 Oepartial CJrFut| ONone TIMink [COMod [ Hvy

3. Cves CIno e X —om X—en| 2 O3 Os Opartiar O Fun| CINone CIMin TlMod Tl Hvy

Additional Wound Information

REQUESTED WOUND PRODUCTS (Please check the box under each wound for the appropriate dressings)
DRESSINGS: arv |1 DRESSINGS: ary [P0 [
ABDPad /ey — [I5x9 [J75x8 [J8x10 ool of|Feam sme O2e O4x4 O4xs ___|glglga
Adaptic (t/day) Oaxs Oasxs - ol Bordered(sﬁggcmegéggss) [03x3 [J4x4 []6x6 __|galga|o
Collagen ey [ 2x2 [ 4axa [ Powder ___|ojgo|o Compositgze‘%éﬁﬁis”wder) O4x4  [exe ___|gojg|o
Collagen w/ Silver (1ay [ 2x2 [ 4x4 __|gjo|jt Bordered(s(éeamlg%d(zs {iig [ 4x4 [ 6x6 __|gjgojod
Calcium Alginate (/@) [J12x2 [J4x4 [OI4x8 [ORope | [O(O| O] |RoliGauze vy 27 O3 O& —|g(gajo
Calcium Alginate w/ Silver /sy [12x2 [l4x4 [J4x8 [IRope 1O 0O| O [kerix e O3 g« __|1go|jgo|go
Gauze /o O2e Oaa Oaxs OO0 epeme - Or gz ___|ojo|o
Hydrogel Dldoztwbe  [122pad  Lléxdpad | |11 O] O ||cioth Tape Or Oz __|o|o|o
Packing Strips-pan L1 Oz O ___|O|0O|0O||VedporeTape 27 O4 _|(ayojg
Packing Strips - lodoforn (114 O 1722 O 1 ___ (OO0 other: ao|jo|d
Xeoform ey 2@ [O4d Osx Onwe | (OO 0| [other: Oo|g|o
Vaseline Gauze sy L13x9  [11x8 ___|gaj0jdj (other. ao|jo|.d
REFERRAL INFORMATION

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

How would you prefer to be contacted:

O Phone O Fax [ Email

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

Ordering Clinician or Licensed Prescriber: (Please Print - Stamps not permitted)

| Date:

Signature: |

PRESCRIPTION VALID FOR: []30Days []60Days [ 90 Days

# of Refills:

MD#

NPI:

START DATE: DISPEN

SE: []2 Week Supply 30 Day Supply

Copyright Material of BLACKBURN'S 301 Corbet Street Tarentum PA 15084
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