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Forms

B

B.21  Addendum to Home Health Services (Title XIX) DME/Medical Supplies 
Physician Order Form

Section A: Requested Durable Medical Equipment and Supplies 

This section was completed by (check one):    Requesting Physician    Supplier 

Client name: Client date of birth:        /        / 

Client Medicaid number: Is client under 21 years of age?   Yes       No

Supplier Information 

Name: Telephone: Fax number:

Address:

TPI: NPI: 

Taxonomy: Benefit Code:

Prescribing Physician Information 

Name: Telephone: Fax number:

I certify that the services being supplied under this order are consistent with the physician's determination of medical necessity and
prescription. The prescribed items are appropriate and can safely be used in the client’s home when used as prescribed. 

DME/medical supplies provider representative signature: Date:              /                      / 

DME/medical supplies provider representative name (Typed or Printed): 
Item

Number
HCPCS Code Description of 

DME/medical
supplies 

Quantity Price Prior
authorization

required?

Beyond

quantity limit?
1 Custom item?

1

6  Y  N  Y  N  Y  N 
7  Y  N  Y  N  Y  N 
8  Y  N  Y  N  Y  N 
9  Y  N  Y  N  Y  N 

10  Y  N  Y  N  Y  N 
11  Y  N  Y  N  Y  N 
12  Y  N  Y  N  Y  N 
13  Y  N  Y  N  Y  N 
14  Y  N  Y  N  Y  N 
15  Y  N  Y  N  Y  N 
16  Y  N  Y  N  Y  N 
17  Y  N  Y  N  Y  N 
18  Y  N  Y  N  Y  N 
19  Y  N  Y  N  Y  N 
20  Y  N  Y  N  Y  N 
21  Y  N  Y  N  Y  N 
22  Y  N  Y  N  Y  N 
23  Y  N  Y  N  Y  N 
24  Y  N  Y  N  Y  N 
25  Y  N  Y  N  Y  N 
26  Y  N  Y  N  Y  N 

1.  If “Yes,” additional documentation must be provided to support determination of medical necessity.     

  Check if additional documentation is attached as outlined in the TMPPM.        

Is the DME Provider Medicare certified?      YES          NO If yes, indicate Medicare number: 

Section B: Diagnosis and Medical Need Information 
This is a prescription for DME/supplies and must be filled out by the prescribing physician. 

By signing this form, I hereby attest that the information completed in Section “A” is consistent with the determination of the client's  
current medical necessity and prescription. By prescribing the identified DME and/or medical supplies, I certify the prescribed items are appropriate 
and can safely be used in the client’s home when used as prescribed.  

Signature and attestation of prescribing physician: Date:           /               / 

Signature stamps and date stamps are not acceptable 

Prescribing physician’s license number: 

Prescribing physician’s TPI: Prescribing physician’s NPI: 

  Check if all of the information in Section A was complete at the time of the prescribing provider signature 
Effective Date_07302007/Revised Date_06012007 

x

Medco Medical Supplies, Inc.

8860 Fallbrook Dr., Houston Texas 77064

713-956-5288 713-956-1742

0155277-01 1093789901

332B00000X

x 0178560001


