Hospital/Clinic:

Contact and Phone #:

Star Medical Specizaliies
4386 Sunbelt Drive

Addison, TX 75001-5611
1-800-368-2065 L i

Fax: 1-800-301-9488

S STAR MEDICAL
SPECIALTTES

Patient Name (First/Last} Patient DOB

Infant Name (First/Last) Infant DOB

Street Address {No PO Box) City State Zip
Gender L. Male

Date Prescribed EY remaie

Home Phone Work Phone Cell Phone Email Address

Primary Insurance / Phane Number Insured's Identification Number

Policy Holder Name Group Number

Mark ALL applicable clinical indications
MATERNAL CONDITION{(S}) INFANT CONDITION(S)

Postpartum Care of Lactating Mother (V24.1)
Supervision of normal pregnancy {V22.1}
Insufficient milk supply 676.50

Lactation deficiency 676.40

Breast infection 675.84

Engorgement 676.24

astitis 675.14

Nipple, cracks or fissures 676.14

Nipple infection 675.04

Nipple, retraction/inversion 676.04
Normal Delivery 650

Other

Premature infant with feeding problems 765.10
Feeding problem - newborn 779,31

Failure to thrive 779.34

Abnormal suck reflex 796.1

Bowns Syndrome infant 758.0

Cleft Palate 750.26

Other

(iniminiminin

pDooobonooooo

*This infarmation is hased on the Healthcare Commen Frocedure Coding System (HCPCS) developed by the Centrrs for Medicare and Medicaid Services (CME) Itis designed to be i current, autharitative source regarding HOFCS codes and every reasonable effort has
freon made o ensure the prruracy and completeness of the codes, symbols, and iflustratians. However, the American Medical Association (ARA] m
“Supporting Breastieeding and tactation: The Primary Care Fediatnician's Guide to Gertiog Paid, * American Academy of Pediatrics, September 2089, Acressed via Lhe Intrenet at: Mtp:/fwwwsaap orp/breastfoeding/Mles/paf/CORING pdt

25 NQ GUAFINILGE, WATTanLy, OF representation that this compilatien is accurdte, complete, er withouwt errers,

[T E0603 Medela Advanced Personal Double Punmp
T} EC604 Symphony Haspital Grade Rental Pump

$8265 Medela Special Needs Feeder (Haberman Feeder)

oo

Clinic / Practice Name Prescribing Physician Name {Print]

Office Address City State Zip
MPE (National Provider ldentifier: Required) Office Contact Name

UPIN # Office Phone

Email Address

Physicion Attention: | certily that am the physician identified on this form., Fhive reviewed the Written Conlinmation of Order. Any statemeit on my letterbend attached hereto, has been reviewed and signed by me, |eeraiy that the medical necessity information
is true, accurate and complete, 1o the baest of my knowledpe, The patient’s record comaing supposting documentation which substantiates tbe utilization antd medical necessity of the products histed and the Fhysician notes wilt be provided to Vendor upan reguest, |
understang that any falsification, amission or cancenlment of molerial [act in Lkat section may subject me to civit ar critmnal fiability. A copy of this order will be rerained a5 part of the patient's medicat resard

Physician or Nurse Practitioner Signature Date

Patient Signature* Date

{t certify | am receiving @ Medela Breastpump, { hava pot received a pump i the past 3 vears. | certify to comply with Title 22 reguiations.} 1530453 8 8711



