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Diagnosis: List all primary, secondary and underlying pulmonary, neurologic and other myopathy diagnosis that apply.

1. _____________________________ Code ___________    3. _____________________________ Code ___________

2. _____________________________ Code ___________    4. _____________________________ Code ___________

Quick Start Protocol (recommended): If Not Checked Use Recommended Protocol
              Tx/Day: 2  Minutes/Tx: 30 I Frequencies   : 5-15Hz I Pressure: 60-100% (or as tolerated by patient)   Minimum usage/day: 10-15 minutes

              Custom Protocol (If other than recommended) Tx/Day_______ Min/Tx_______ Freq_______ Min Use/Day______ Pressure______

I certify that  the information contained on this form is true, accurate and complete to the best of my knowledge. This prescription is for HFCWO, 
which according to my professional judgment, is medically necessary for the patient listed above. The patients records contain documentation that 
supports use of the HFCWO therapy. I agree to provide such documentation  to Pulmonary Solutions upon request.   A copy of this order will   be 
retained  as part of the patient's  medical record.
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Rx: High Frequency Chest Wall Oscillation Device (HFCWO)
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REQUIRED ATTACHMENTS: Patient Demographics, Insurance Card, Medical Records

HCPCS: E0483

Check Length of Need:           Lifetime (99)                

Relevant	Medical History From the Past Year 

Airway	Clearance Therapy TRIED AND FAILED- Documented in Patient Progress Notes

 inCourage Vest Afflo Vest

General	Patient Information

Patient Measurements: Chest____________ (Inches) Abdomen ____________ (Inches)

  NPI (Required)
Pulmonary Solutions personnel may fill in physicians name and NPI prior to physicians signature and date.

AddressFacility Name   Phone   Fax 

VIP Phone: 866-361-2334

VIP Fax: 888-522-6861
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