Incontinence Prescription [ Certificate of Medical Necessity

Patient Information

Patient name

Address

Insurance Information

Medicaid Insurance (state) Policy # Insurance Phone

Other Policy# Insurance Phone

Prescription Information
ICD-10 diagnosis(es) related to requested items: Required: Include all supporting or causal ICD-10 diagnosis(es)

[0 N39.3 Stress incontinence [0 R15.9 Fecal incontinence [ |

O N39.41 Urge incontinence [0 N39.46 Mixed incontinence

[0 N39.490 Overflow incon [0 R39.81 Functional incon

[0 N39.498 Total incontinence [ Other incon code

Item(s) requested to support above diagnosis: QTY perday Max per mo.
Description (product type and size if applicable) (both required)

Q Protective Underwear/Pull-on

O Brief/Diapers

Q Bladder Control Pads/Pant Liners/Booster Pads

O Underpads/Chux

U Other

U Other

Medical Justification:

Prognosis (circle one) POOR FAIR GOOD OTHER <& Prognosis required in most states.

Length of need lifetime (99) unless other wise indicated:

Signature/Start Date

Rx Signature

By signing this prescription, | confirm that the above listed supplies and/or equipment are medically necessary, safe for home use and appropriate
for treatment of this patient’s medical condition(s). Signature and date stamps are not permitted.

To be completed by healthcare provider only.

Print Prescriber name signing above: NPI

Prescriber Address: Medicaid ID

License ID

1TQB-007-MED22

Instructions: Scan form and email to type email address here orfaxto (XXX) XXX-XXXX

Company name

Address and Phone
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