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 Bailey’s Medical Equipment and Supplies
“Where patient care is our #1 concern!”
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Patient Information
Name________________________________________________DOB______________Phone#____________________
Address_______________________________________________City____________________State_______Zip______
Primary Insurance___________________ Policy #________________
Secondary Insurance_________________Policy #________________     Discharge Date____________ Height_______Weight______Diagnonsis Codes_____________Length of Need(# of Months)________1-99 (99=Lifetime)

PATIENT LIFT STANDARD WRITTEN ORDER

	· Patient Lift, Manual with sling, 450 lb max (E0630) 
Sling type/size specification:_________________



MEDICAL NECESSITY INFORMATION: Must also be supported in medical records, if applicable
1. Is transfer between bed and a chair, wheelchair, or commode required?____YES____NO

AND

2.  Would the patient be bed confined without the use of a lift?	____YES____NO

	PROVIDER CERTIFICATION: 
I, the patient's treating provider, certify the medical necessity of these items for this patient and maintain medical records reflecting the medical justification and care provided.
Provider Signature:_____________________________Date:___________NPI:_______________

Provider Name:________________________________Telephone:_________________________




780 US HWy 1 Suite 100
Vero Beach, FL 32962
P:772-226-7700  F: 888-908-8578
info@baileysmedical.com
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