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5; AUM Warhawk tiealth Sves.

Date/Time: Apr. 21, 2023 5:46PN

File | Page
No. Mode Destination Pgls) Result Net Sent

3956 Memory TX 912052209560 P. 12 0K

Reason fo- errar
. 1) Hang o eor line fail E. ?) Busy
E. 3) No answer E. 4) No facsimile connaction
E. B) Exceeded manx. E-mail size E. 6) Destination does not suppoert IP-Fax
P:0 Box 244023 AUNURN UNIVERSITY
Monigomery, AL 36124
Phone: 334-214-3281 AT MONTGOMERY
Fax: 344.244-3396
VARMAWN HEALTH Erwivices
Attn:
T0: RLES From: Qi
Fac 195~ 70)- G690 Pages; {2
Phone: Date: 4 21hond
Re: PA T 5,%“3“% dﬂ&yh\l‘h-\uhu‘ N
Cumgent P FarReview [iPlease Comment [1 Please Reply [Please Recycle
Comments:

Impertant: This facsimlle transmission contains confidentiad information, some or all of which may be
protecied heaith information as defined by the federat Health suranca Portability Act (HIPPA} Privacy Rule.
This transmission is intended for the excheive use of the individual or entity to whom it Is addressed and may
contawm information that Is proprietary, privileged, confidential andfor exempt from disciosure under
applicable law. If you are not the interded recipient {or an empioyee or agent responsible for dellvering this
faesimie transmission to the intended recipient), you are herelsy notified that any disclosure, dissemination,
distribution or copying of this information i strictly prohibted and may be subject to legal restrictioh or
sapction. Please notify the sender by telephone [nurnber listed above} to arrange the return or destruction of
the information and all coples.



of PO. Box 362025 ¢ Birmingham, Alabama 35236-2025
An Independent Licensee of the Bius Cross and Blue Shield Association Fax: (205)220-9560

Check As Appropriate: [1DME [JOXYGEN [1wpB [-]GLUCOMETER [IcPAP [ 1BIPAP | [ICERTIFICATION [ JRECERTIFICATION

PATIENT INFORMATION  COMPLETE ALL ITEMS PERTAINING TO THE PATIENT'S CONDITION AND EQUIPMENT

N, BlueCross BlueShield DURABLE MEDICAL EQUIPMENT CERTIFICATION
VA

1. Patient's Name 2. Date Patient Last Seen by 3. Subscriber Number
PORTIA BRONSON Doctor 4182023 807697835
4_Diagnosis 5. Prognosis
E11.65 (Jeood [IFair [JPoor
6. Estimated Number of Months Equipment Needed 7. What Is The Patient’s Condition Conceming Mobility
60 a. Bed Confined? No [1Yes - Complete immediately below
(Do NOT put “INDEFINITE”; be specific) [150% 0: the Time
: [175% of the Time
04/18/2023
za: P;}s::?z This Certification Applies T 1 100% of the Time
. Ren ri 3 ication Applies To " 5 o
(Cartification Length CANNOT E 112 Months) b. Room Confined? , £No [Yes
Frst Day Last Day ¢. Wheelchalr Confined? ENo OYes
(MM-DD-YYYY) {MM-DD-YYYY) d. Ambulatory? CINo B Yes - Complete immediately below
041182023 04/18/2024 B Assistance Not Required
—n O Assisted by Walker or Cane
1 e.ls Patient Disoriented? No OYes
Sams Club Pharmacy 1080 Eastern Blvd Montgomery, AL. 36117
11. Requested HCPGS code(s)
10. Supplier's Provider Number
111506 KO583
GENERAL EQUIPMENT SEE THE SECTIONS ON THE BACK OF THE FORM FOR OXYGEN AND IPPB
12. General Equipment Selected for Patient COMPLETE WHEN INDICATED IN QUESTION 12
O a. Alternating PP. & Pump (Complete #15) -
O b. Bed, Elsctric (Complets #13 and #14) 13. Regardtit:lg:(:ecgﬁ Bnet::, is the Patient able toworkﬁ;;:ontrgs:nd
G c. Bed, Semi-slectric (Complets #13 and #14) Cause the adjustmerts? es LMo
O d. Bed, Standard 14, Doa_s.me Patient's condition rgquire frequant changes In body
D e Bed, Variable Height (Complets #14) posttion not feasible in an ordinary bed?
O f Cane or Quad Canie CONoe [ Yes; condition is:
3 g. Walker O With Wheels
O h. Wheelchair O 1) Standard
0 2) Electric 15. Does the Patient now have, or is the Patient
= i) Deta;"ab'e Arms susceptible 1o, decubitus ulcers? O Yes O No
0
- 5; SLgci:r? e 16. a. Has the Patient been trained by a Therapist or
. . + HYPE: Physician to use a powered percussor? O Yes O No
O i. Commode, Bedside .
Oj. Lift Patient b. Is there anyona.e!ss at the Patient's home
- k Nebulizer. Hand-held who could administer manual therapy? O Yes [1 No
. Nebulizer, Hand-he
O . Nebulizer, Utirasonic 17. CPAP/BIPAP _
O m. Percussor (Complete #16) Data of sieep study:
O n. Rails, Bedside Name of facility:
0 0. Suction Machine Respiratory disturbance index
O p. Sitz Bath (RDI) preGPAP:
0 q. Traction Equipment O CPAP pressures:
O r. Trapeze Bar [ BIPAP pressures:
[ s. Other (Describa} 18. M for recertification, has Patient demonstrated compliance
in the use of this equipment? OYes ONo

SEE REVERSE SIDE FOR SIGNATURE

PRV20088-2010



OXYGEN You Must Provide the Lab Results of the Blood Gas Study (PO, or Oximetry) Which You Retain in Your Files.
NOTE: You Must Also Notify the Carrier in Writing When a Patient’'s Condition or Oxygen Needs Change.

Cximetry Level | Where Was Test Dong?
(] Patient’s Home

I Doctor's Office

O Nursing Home

O Independent Lab

19. Report Date Check Condition of Patient During PO. or | Was Patient on Room

Oximetry Level Test Air or Oxygen at Time
O During Activities, Such as Exercise of Blood Gag Study?
[JAt Rest 2 Room Aijr

CIWhile Sleeping O Oxygen

OHospital [1ASG

20. a. Type Oxygen Unit Prescribed: (] Portable [ Stationary [T Concentrator | b. Type Oxygen Unit Prescribed: [ Liguid ] Gaseous
21, How many hours per day is the Patient on Oxygen? a. Non-portable 0,: hours b. Portable 0, hours

[0 For exercise therapy outside the home hours at & time to be repeated
22. How many hours per day is the Patient on Oxygen? a. Non-portable 0,: hours  b. Portable 0, hours

c. What is the flow rate in liters of O, per minute? d. Delivery methods? C1Nasal Cannula 1 Mask
23. The following treatments were tried WITHOUT SUCCESS for this Patient PRIOR TO OXYGEN THERAPY:

TREATMENT DATES: | BEGIN WNDED

OOYES CONC Bronchoditators:
CJYES OONO Medications: MEDICATION NAME DOSAGE

[IYES CONO Physical Therapy: E :mm[cm

CIYES CONO Other Treatment:

GENERAL EQUIPMENT

24. Current results of any pulmonary function studies are:
Forced vital capacity befors and after asrosol bronchodilators:

Before After Predicted V.C. Date of Studies

CERTIFICATION LENGTH CANNOT EXCEED SIX MONTHS
25. What is the IPPB frequency of use?

26. IPPB used to (Check al that apply):

O a. Deliver aerosolized medications O e. Counteract pulmonary congestion or edema
O b. Facilitate clearance of secretions O f. Decrease the work of breathing
O ¢. Produce mechanical dilation of the bronchi and lungs O 9. Regulate inspiratory and expiratory flow patterns
O d. Cormrect or prevent atelectasis i h. Other (Explain).
27. Can the Patient successfully use a hand-held nebulizer or a nebulizer with a compressor? [IYES [INO (Expiain)

28. is this Patient an insulin-dependent diabetic? D YES & NG | 29. What is the average dally dose of insulin? © Units

30. What type of insulin is being used? [ Regular T NPH 31. What is the number of daily insulin injections?
Other (Describe}: N/A N/A
32. Does the Patient have widely fiuctuating blood sugars 33. Does the Patient have frequent episodes of insulin reactions?
before meal time? YES (] NO O YES &1 NO
34. a. is it necessary for the Patient to make frequent checks of his or her blood glucose level? YES [ NO
b. Is the Patient’s Vision impalred enough to require a special glucose monitoring system at home? O YES NO
c. Is this Patiant capable of being trained to use a home blood glucose monttor? YES [ NO

PHYSICIAN’S INFORMATION, CERTIFICATION OR RECERTIFICATION — NOTICE: This form must be compieted, signed and dated by the

prescribing physician to accurately adjudicate the DME Claim. Any misrepresentation or falsification of informa-tion herein may constitute
fraud and be subject to legal action.

34. a. Physician’s Nams, Street Address, City, State, ZIP Code c. Physician’s Specialty:
Lindsey T. Barton 7461 EAST DR Suite 102 Montgomery, AL. 36117 Family Medicine
b. Physician's Provider Number; 1215285879 d. Office Telephone Number: 334-244-3281

35. 1certify that | am actively treating this Patient, the equipment prescribed is part of my present course of treatment and is “reasonable and
necessary” and is not prescribed as convenience equipment, plus alt to the items complated on this form are accurate.

LINDSEY BARTON 42172023
Attending Physician's Handwritten Signature (STAMPED signature IS NOT Acceptable) | Date
PRV20088-1709




L BlueCross BlueShield DURABLE MEDICAL EQUIPMENT CERTIFICATION
71

of Alabama PO. Box 362025 <« Birmingham, Alabama 35236-2025
Arindependant Licensee of the Blue Cross and Blue Shield Assocation Fax: (205)220-9560

Check As Appropriate: |_IDME [_1OXYGEN [1iPPB [~IGLUCOMETER [ICPAP [_IBIPAP [+ CERTIFICATION [ RECERTIFICATION
PATIENT INFORMATION COMPLETE ALL ITEMS PERTAINING TO THE PATIENT'S CONDITION AND EQUIPMENT
1. Patient's Name 2. Date Patient Last Seen by 3. Subscriber Number
PORTIA BRONSON Doctor 0418/2023 }807697835
4. Diagnosis 5. Prognosis
E1165 [JGood (~IFair []Poor
6. Estimated Number of Months Equipment Needed 7. What Is The Patient's Condition Concerning Mobility
60 a. Bed Confined? No 1Yes - Complete immediately below
(Do NOT put “INDEFINITE”; be specific) 4 ?g;’z ;f t:e Ifme
ibeg 04/18/2023 0 the Time
galzzp:elsrfnt')::m' Certification Applies T 1100% of the Time
. Rental Peri is Certification Applies To .
bl b. Room Confined? =No O Yes
(Ce”’f"’a“"g;%';ﬂm CANNOT Exceed 12 Mf::’:iy ¢. Wheelchair Confined? @No OYes
MM-DO- YYYY) (MM-DD-YYYY) d. Ambulatory? ONo ® Yes - Complete immediately below
04/18/2023 04/18/2024 # Assistance Not Required
: , ) 1 Assisted by Walker or Gane
9. Supplier's Name, Street Address, City, State, ZIP Code, Phone {3 Assisted by Person
e. Is Patient Disoriented? No CYes
Sams Club Phamacy 1080 Eastern Blvd Montgomery AL. 36117
11, Requested HCPCS code(s) U) lﬂ\] ___J 5(: RXCON' ggﬂm
10. Supplier's Provider Number koS53 P P .
111508 DT -Lsx© Do Peceig
GENERAL EQUIPMENT SEE THE SECTIONS ON THE BACK OF THE FORM FOR OXYGEN AND IPPB
12. General Equipment Selected for Patient COMPLETE WHEN INDICATED IN QUESTION 12
O a. Altemating PP. & Pump (Complete #15) 13, Reqarding Electric Beds. is the Patient abl th
{1 b. Bed, Electric (Complete #13 and #14) - Regar t"':g ad‘?"‘:f] tsj is the Patient able to wo - ;’“"";'5;""
L1 c. Bed, Semi-electric (Complete #13 and #14) cause The adjustmen’s e L e
0 d. Bed, Standard 14, Doe_s‘the Patient'ls cqndition r?quire frequent changes in body
(1e Bed,Variable Height (Complete #14) position not feasible in an ordinary bed?
O f Cane or Guad Cane CNo I Yes; condition is:
1 g. Walker T With Wheels
0O h. Wheelchair O 1) Standard
[ 2) Electric 15. Does the Patient now have, or is the Patient
I 3} Detachable Arms susceptible to, decubitus ulcers? [J Yes [ No
i g g} Iéeg::rsti ) 16. a. Has the Patient been trained by a Therapist or
! , _ ) Special; Type: Physician to use a powered percussor? 0 Yes OI No
O i. Commode, Bedside -
{ Lift Patient b. |s there anyone else at the Patient’s home
S ]k NI N I_t'e"m theld who could administer manual therapy? [7 Yes [ No
. Nebulizer, Hand-he
O I. Nebulizer, Ultrasonic 17. CPAPBIPAP }
O m. Percusser (Complete #16) Date of slee;l)'study.
T n. Rails, Bedside Name of facility:
O 6. Suction Machine Respiratory disturbance index
C p. Sitz Bath (RDI) preCPAP:
C g. Traction Equipment (1 CPAP pressures:
O r Trapeze Bar [ BIPAP pressures:
Ci . Other (Describe) 18. If for recertification, has Patient demonstrated compliance
i in the use of this equipment? [l Yes [T No

SEE REVERSE SIDE FOR SIGNATURE

PRV20098- 2010



OXYGEN ‘ ust Provide the Lab Hosults of the $ Study (PO or Oximetryi Which You Retam i Your Fies

S You Must Also Notfy the Carner etea Patient's Conditron or Gxygen Neoos Change,

19. Repoit Date PO, Level | Oximetry Level | Where Was Test Done? | Check Condition of Patient During POz or | Was Patient on Room
| MMofHg) | (MMofHg) | Patient's Home 5 Oximetry Leve! Test Air or Oxygen at Tirne
g 3 Doctor's Office ; (1 During Activities, Such as Exercise of Blood Gas Study?
i [JNursing Home | 1At Rest O Room Air
g (1 Independent Lab i I While Sleeping 2 Oxygen
i CHospital OTASC |

20. a. Type Oxygen Unit Prescribed: (] Portable [} Stationary L] Concentrator | b. Type Oxygen Unit Prescribed: [ Liquid [] Gaseous

21. How many hours per day is the Patient on Oxygen? a Non-portable 0, hours b. Portable O,: hours

(3 For exercise therapy outside the home hours at a time to be repeated
22. How many hours per day is the Patient on Oxygen? a Non-portable 0 tours b, Portable O, hours
c. What is the flow rate in liters of 0, per minute? d. Delivery methods? [ Nasaf Cannuta [ Mask

23. The following treatments were tried WITHOUT SUCCESS for this Patient PRIOR TO OXYGEN THERAPY:
TREATMENT DATES: N%Ewm u;ﬂ)[g!;gﬂ

TIYES CONO Bronchodilators:
JYES TINO Medications: MEDICATION NAME DOSAGE

. Percussors

N . Oa
OYES ONO Physical Thempy: [ b. Breathing Exercises

[JYES (ONG Other Treatment:

GENERAL EQUIPMENT CERTIFICATION LENGTH CANNOT EXCEED SiX MONTHS
24. Current results of any pulmonary function studies are: 25. What is the IPPB frequency of use?

Forced vital capacity before and after aerosol bronchodilators:

Before After Predicted V.C. Date of Studies

26. IPPB used to (Chack alf that apply): _

) a. Deliver aerosolized medications O e. Counteract pulmonary congestion or edema

03 b. Facilitate clearance of secretions 1 f. Decrease the work of breathing

) ¢. Produce mechanical dilation of the bronchi and iungs O g. Regulate inspiratory and expiratory flow patterns

T3 d. Correct or prevent atelectasis 3 h. Other Explain}:

27. Can the Patient successfuily use a hand-held nebulizer or a nebulizer with a compressor? IYES  TINO (Explain)

28. Is this Patient an insulin-dependent diabetic? O YES @ NO ! 29. What is the average daily dose of insulin? 0 Units
30. What type of insulin is being used? J Regufar (3 NPH 31. What is the number of daily insulin injections?

i< Other {Describe): NA A
32. Does the Patient have widely fluctuating bicod sugars 33. Does the Patient have frequent episodes of insulin reactions?

before meal time? = YES O NO OJ YES &1 NO
34. a. 1sit necessary for the Patient to make frequent checks of his or her blood glucose level? YES T NO

b. Is the Patient's Vision impaired enough to require a special glucose monitering system at home? CYES EINO

c. |s this Patient capable of being trained to use a home blood glucose monitor? ¥ YES (O NO

PHYSICIAN'S INFORMATION, CERTIFICATION OR RECERTIFICATION — NOTICE; This form must he completed. signed and dated by the

prescribing physician to accurately adjudicate the DME Claim. Any misrepresentation or falsification of informa-tion herein may constitute
fraud and be subject to legal action.

34. a. Physician's Name, Street Address, City, State, ZIP Code ¢. Physician's Specialty:
7461 EAST DR Family Nurse Practitioner
b. Physician's Provider Number: 1215285879 d. Office Telephone Number; 334-244-3281

35. | certify that | am actively treating this Patient, the equipment prescribed is part of my present course of treatment and is “reasonable and
necessary” and is not prescribed as convenience equipment, plus ail to the items compieted on this form are accurate.

LINDSEY BARTON, CRNP 42012023
Attending Physician's Handwritten Signature (STAMPED signature IS NOT Acceptable) LDate
PRV20008- 1709




PO. Box 362025 e Birmingham, Alabama 35236-2025

BlueCross Blueshleld [N A T e
Bl DURABLE MEDICAL EQUIPMENT CERTIFICATION

An independent Licensee of the Blue Cross and Blug Shisid Association Fax: (205)220-9560
Check As Appropriate: [_JDME [ JOXYGEN [ ]iPPB [~IGLUCOMETER [IcPAP [IBIPAP CERTIFICATION ~ [1REGERTIFICATION
PATIENT INFORMATION COMPLETE ALL ITEMS PERTAINING TO THE PATIENT'S CONDITION AND EQUIPMENT
1. Patient's Name 2. Date Patient Last Seen by 3. Subscriber Number
PORTIA BRONSON Doctor 807697835
4. Diagnosis 5. Prognosis
E11.65 (JGood OlFair [1Poor
6. Estimated Number of Months Equipment Needed 7. What Is The Patient's Condition Concepning Mobility
60 a. Bed Confined? 0 []Yes - Complete immediately below
(Do NOT put “INDERNITE"; be specific) [150% of the Time
Date Prescribed #/18/2023 [175% of the Time
8. Rental Period This Certification Applies To E’N/ [1100% of the Time
. Ren ri is
b. Room Confined? 0 CYes
(ce'”ﬂm‘:"fgm CANNOT Excend 12 M”J:fiv ¢. Wheelchalr Confined? o CIYes
(MM-DD-YYYY) {MM-DD-YYYY) d. Ambulatory? ONo D/es - Complete immediately below
0411872023 041182024 EGsistance Not Required
— - [ Assisted by Walker or Cane
9. Supplier’s Name, Streat Address, City, State, ZIP Code, Phone [ Assisted by Person
1 e.ls Patient Disoriented? 0 [1Yes
Sams Club Pharmacy 1080 Eastern Bivd Montgomery, AL. 36117
11. Requested HCPCS code(s)
10. Supplier's Provider Number
111506 KO533
GENERAL EQUIPMENT SEE THE SECTIONS ON THE BACK QF THE FORM FOR OXYGEN AND IPPB
12. General Equipment Selected for Patient COMPLETE WHEN INDICATED IN QUESTION 12
[J a. Alternating PP. & Pump (Complete #1
" P (Comple 5 13. Regarding Electric Beds, is the Patient able to work the controls and
O b. Bed, Hectric (Complete #13 and #14) the adiustments? O Yes O N
O ¢. Bed, Semi-electric (Complste #13 and #14) cause the adjustments? s - o
O d. Bed, Standard 14, Doels.me Paﬁent'_s oopdltlon require frequent changes in body
O e Bed, Variable Height (Complets #14) position not feasible in an ordinary bed?
O f. Cane or Quad Cane ONo [ Yes; condition is:
0 g. Walker O With Wheels
O h. Wheelchair O 1) Standard
O 2) Electric 15. Does the Patient now have, or is the Patient
OO 3) Datachable Arms susceptible to, decubitus ulcers? O Yes OJ No
O 4) Leg Rests -
[1 5) Special; Type: 16. a. Has the Patient been trained by a Therapist or
. ’ ' Physician to use a powered perclssor? [0 Yes [0 No
0 i. Commode, Bedside
01 L sent b. Is there anyone else at the Patient's home
o lk N:Lb Pl?t'e N who could administer manual therapy? [1Yes O No
' ulizer, Hand-hel
2 I.  Nebulizer, Ulirasonic 17. CPAP/BIPAP )
53 m. Percussor (Complots #16) Date of sleep study:
CI n. Rails, Badside Name of facility:
O o. Suction Maching Respiratory disturbance index
O p. Siz Bath (RDI) preCPAP:
[0 q. Traction Equipment [0 CPAP pressures:
O r. Trapeze Bar O BIPAP pressures:
O s. Other (Describe) 18. If for recertification, has Patient demonstrated compliance
in the use of this eguipment? O Yes 0TI No

SEE REVERSE SIDE FOR SIGNATURE

PRV20098-2010



OXYGEN You Must Provide the Lab Results of the Blood Gas Study (PO; or Oximetry} Which You Retain in Your Files,

NOTE: You Must Also Natity the Carrier in Writing When a Patient’s Condition or Oxygen Needs Change.
19. Report Date PO, Level | Oximetry Leve! | Where Was Test Done? Check Condition of Patient During PO or | Was Patient on Room

{MMofHg) | (MMof Hg) |[JPatient's Home Oximetry Levet Test Air or Oxygen at Time
{1 Doctor's Office O During Activities, Such as Exercise of Blood Gas Study?
3 Nursing Home CJAt Rest [ Reom Air
(O Independent Lab CIWhile Sieeping O Oxygen

OJHospital CASG

20. a. Type Oxygen Unit Prescribed: [ Portable [ Stationary [J Concentrator b. Type Oxygen Unit Prescribed: (] Liquid (0 Gaseous

21. How many hours per day is the Patient on Oxygen? a. Non-portabie 0,: hours  b.Portable 0, __hours
O For exercise therapy outside the home hours at a time to be repeated
22. How many hours per day is the Patient on Oxygen? a. Non-portable 0,: hours  b. Portable 0,: hours
c. What is the flow rate in liters of O, per minute? d. Delivery methods? (1Nasal Cannula [1Mask
23. The following treatments were tried WITHOUT SUCCESS for this Patient PRIOR TO OXYGEN THERAPY:
TREATMENT DATES: | 2EOIN poaEn,

OYES ONO Bronchoditators:

OYES CONO Medications: MEDICATION NAME DOSAGE

[JYES CINO Physical Therapy: E gmﬁmlcm

OOYES OONO Other Treatment;

GENERAL EQUIPMENT CERTIFICATION LENGTH CANNOT EXCEED SIX MONTHS

24. Current results of any putmonary function studies are: 25. What Is the IPPB frequency of use?
Forced vital capacity before and after agrosol bronchodllators:

Before After Predicted V.C. Date of Studies

26. PPB used to (Check 2/l that apply):

O a. Deliver aerosoiized medications [ e. Counteract pulmonary congestion or edema
O b. Facilitate clearance of secrations O f. Decrsase the work of breathing
O c. Produce mechanical difation of the bronch and lungs O g. Regulate inspiratory and expiratory flow patterns
0O d. Correct or prevent atelectasis 01 h. Other (Explain).
27. Can the Patient successfully use a hand-held nebulizer or a nebulizer with a compressor? [OYES TINO (Explain)

GLUGOMETER
28. is this Patlent an insulin-dependent diabetic? O YES B NG | 29. What is the average dajly dose of insulin? 0 Units
30. what type of insulin is being used? [ Regular T NPH 31. What is the number of daily insulin Injections?
Other (Describaej: N/A N/A
32. Does the Patient have widely fiuctuating blood sugars 33. Does the Patient have frequent episodes of insulin reactions?
before meal time? 1 YES O NO O YES & NO
34. a. Is it necessary for the Patient to make frequent checks of hig or her blood glucose level? YES (O NO
b. Is the Patient's Vislon impaired enough to require a speclal glucose monitoring system at home? 0 YES NO
¢. Is this Patient capable of being trained to use & home blood glicose monitor? YES 3 NO

PHYSICIAN’S INFORMATION, CERTIFICATION OR RECERTIFICATION - NOTICE: This form must be completed, signed and dated by the

prescribing physician to accurately adjudicate the DME Claim. Any misrepresentation or falsification of informa-tion herein may constitute
fraud and be subject to iegal action.

34. a. Physiclan's Name, Street Address, City, State, ZI? Code ¢. Physician's Specialty:
7461 EAST DR Suite 102 Montgomery, AL. 36117 Family medicine
b. Physiecian's Provider Number; 1215285879 d. Office Telephone Number: 334-244-3281

35. | certify that | am actively treating this Patient, the equipment prescribed is part of my present course of treatment and is “reasonable and
necessary” and is not prescribed as convenlience equipment, plus all to the items completed on this form are accurate.

LINDSEY BARTON a/21/2023

Attending Physician’s Handwritten Signature {STAMPED signature IS NOT Acceptabie) | Date

PRV20008-1708



