
Phone: 859.218.5363
Orders Fax: 859.376.1143 
(UKHC must dial full number) 

DME Office Fax:  859.257.5411 
Website:  www.ukdme.org 

STATEMENT OF CONFIDENTIALITY 
The contents of this fax and any attachments are confidential and are intended solely for intended recipient(s).  The information contained may also be legally privileged.  It may also contain  
protected health information, patient safety work product, personally identifiable information, or personal information protected from disclosure under federal or state law.  If you have received 
this email in error, any use, reproduction, or dissemination of this email is strictly prohibited.  If you are not the intended recipient, please immediately notify the sender, contact the Chief Privacy 
Officer at (859) 323-1184 and delete this message and its attachments, if any.  Receipt by anyone other than the intended recipient is not a waiver of any legal privilege or protection from 
disclosure.  

UK DME Respiratory Order Form 
740 S Limestone, K126 Lexington, KY 40536 

PATIENT INFORMATION 

Order Date: _____________________________________________ 

Patient Name: ___________________________________________ Date of Birth: ________________________ 

Address: ____________________________________________________________________________________ 

Email Address: _____________________________________________ Phone #: __________________________ 

DURABLE MEDICAL EQUIPMENT Order 

Diagnosis: Length of Need ________________ 
☐ G47.33 Obstructive Sleep Apnea (OSA)
☐ G47.31 Central Sleep Apnea (CSA)  ☐ Other

☐ New Patient    ☐ Pressure Adjustment    ☐ Equipment Upgrade    ☐ CPAP Replacement Device
☐ E0601 CPAP:  Pressure ___________     Ramp __________ minutes    ☐ Flex
☐ E0470 BIPAP:  IPAP ___________    EPAP ___________    ☐ Flex
☐ E0562 Heated Humidifier ☐ A9279 Monitoring Feature

DURABLE MEDICAL EQUIPMENT Supply Order 

☐ A7034 Nasal Mask (1 per 3 Months) ☐ A7030 Full Face Mask (1 per 3 Months)
☐ A7035 Headgear (1 per 6 Months) ☐ A7031 Full Face Cushion (1per Month)
☐ A7033 Nasal Pillows (2 per 3 Months) ☐ A7035 Headgear (1per 6 Months)

☐ A6404 Heated Tubing (1 per Month) ☐ A7038 Disposable Filters (2 per Month)
☐ A7037 Non-heated Tubing (1 per Month) ☐ A7039 Non-disposable Filters (1 per 6 Months)
☐ A7036 Chin Strap (1 per 6 Months) ☐ A7046 Humidifier Chamber (1 per 6 Months)

Other DME: __________________________________________________________________________________ 

____________________________________________________________________________________________ 

PRESCRIBING PROVIDER INFORMATION 

Provider Name: ______________________________________  NPI: ______________________________ 

Provider Signature: ___________________________________  Date: _____________________________ 

Provider Phone #: ____________________________________ Fax #: _____________________________ 

A7032 Nasal Cushion (2 per 3 Months)
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