
         RAD PRESCRIPTION 
 

Patient Name:                                                                                ________     

Date of Birth:                                                   __________________________________    

Address:_                                                                                                      

Telephone: (H)                                               (W)_                                        

 

 

Date of Study:_    

AHI:_   ESS:_____________ 

 
PRIMARY DIAGNOSIS (ICD-10): HISTORY: 

 Obstructive Sleep Apnea (G47.33) 

 UARS (G47.33) 

 Primary Central Sleep Apnea (G47.37) 

 Other:_________________________________ 

If AHI is 5 to 14: 

 Excessive Daytime Sleepiness, Impaired Cognition, Mood 

Disorders, or Insomnia 

 Hypertension, Ischemic Heart Disease, or Stroke 

℞: 

    

Device: 
 Bi-Level Positive Airway Pressure Spontaneous Timed with Back Up Rate(E0471):  

         I= __________ / E=__________cm H2O__________   Rate (bpm) 

Qualifications:   Hypoventilation  Sever COPD  Restrictive thoracic  Central/complex sleep apnea 

 

 ResMed ASV (E0471)  EPAP:__________ PS min:__________cmH2O PS max: _________cmH2O 

 
   ResMed ASV Auto (E0471) EPAP_______min EPAP_______max PS min:__________cmH2O PS max: _________cmH2O 

 

 Respironics Bipap AutoSV – CSA(E0471): Max Pressure: _______:EPAP min:  _______EPAP max_______  PS 
min:        __ PS max:__________ Rate: _______pbm 

 Respironics APAPS (E0471): Mode(circle one):  S     T     ST    AVAPS     PAC      PC        Rate:________bpm 
    EPAP: _______cmH20 IPAP min: _______cmH2O, IPAP max:______  Vt (ml) Tidal Volume(200-1500)______ 

Length of Need: 

 Lifetime (99 years)    OR  12 months or (one year) for Medicare Plans- order needed yearly for Medicare patients 
 

Additional Requirements: 

 
    Nasal Mask (A7034)- 1 per 3 months  and   Nasal Cushion(A7032)-2 per month  

                      
    Nasal Pillow Mask (A7034)- 1 per 3 months  and    Nasal Pillows-(A7033) -2 per month 

                   

    Full Face Mask (A7030)- 1 per 3 months  and  Full Face Cushion (A7031)-1 per month 
 

     Headgear (A7035)- 1 per 6 months 

  

    Non Heated Tube (A7037)-1 per 3 months OR    Heated Tube(A4604)-1 per 3 months 
 

   Chin Strap (A7036)-1 per 6 months     Water Chamber(A7046)-1 per 6 months 

    Disposable Filters (A7038) -2 filters/month         Non-disposable Filters (A7039)-1 filter/6 months 

    Heated Humidifier (E0562)- one every two years 

 
  Supplemental O2 @  lpm   Nocturnal   PRN   Continuous 

 
 

 
SIGNATURE:    NPI:  
 

 
DATE:  

 

 

 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

100-900-543 (2/19) 

                          537 Phalen Blvd 

St. Paul, MN 55130 

       Telephone: (651) 254-6600 

Fax: (952)-853-8741 


