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EXHIBIT 36



CONCERN CARE PHARMACY Date of Service

s —————————

888-370-2600 Phone  888-370-5060 Fax (Rep03)
—LETTER OF MEDICAL NECESSITY~
PATIENT NAME, SEX: M F DOB:
ADDRESS
CITY, ST. P P}lm [ (S D
DIAGNOSIS
BRONCHITIS 49L.0 CHRONIC BRONCHITIS 491.2 e EMPEYSEMA 492.8
ASTHMA 49320 BRONCHIECTASIS 494 COFD 496
ABNORMAL SPUTUM 786.4 OTHER
Is the patient's bresthing severely impsired yes no
Prognosis: ___Good ___ Falr____ Poor  Estimated Length of Need Months (If ilfetime=59)
MEDICATION DOSAGE BRAND NAME FREQUENCY
1 ALBUTEROL Sulfate 2.5mg (o) PROVENTIL, VENTOLIN @ ' 23X DAILY (BIDy
#60 FOR 30 DAYS
YPRATROPIUM Bromide Smg Gml) ATROVENT & .
JPRATROPIUM Bromide © JTSmg (2mi) I ATROVENT ®
BUDESONIDE Amg Rml visl) PULMOCORT @ 3 X DAILY (TIDY
#90 FOR 30 DAYS
BUDESONIDE Smg Gl vial) PULMOCORT® a
o 4 X DAILY (QID)
R‘ #120 FOR 36 DAYS 3
i 4
COMBINATIONS
OTHER
- ALBUTEROL / IPRATROPIUM (2.5ML)
L5MGC 1 ISMG
—_ALBUTEROL /IPRATROPIUM (2.5ML)
1LIMG /MG
OTHER !
. % REFILLS
NEBULIZER CIRCUIT KITS AND CUPS WILL BE PROVIDED (if applicable) .
Physiclan's Name, PN
Address Phone )

I certify active treatment on the above patient. The medicstion fs to be utilizad in s Nebullzer Compressor and is
part of my course of trestment and is medically necessary for the sbove stated condltion. The use of 2 MDI has been
cousidered and ruled out. To my knowledge, il of the sbove Informution is teue sud correct

&%ﬁm’:w Date Signed
FAX TO 888-370-5060



0: ¥90080 Poge dofd

l'ﬂlsm:n w:3e NationaHesltn, USPG 18009770801
| i A - Prescription -

T e it T Respiratory Medications and Supplies Toll Free Fax #

Any finicls m jsd refiect your previous writan prescription, or wane. 1(B00) 977-0601

confirmed verbelly with your office by our pharmacist RID=000000061 798

matructions: Pleuss THI (n ALL Sections and fax bwck til fres to 4{800) 577.060% -
1 voU haVE &NV CHENOSS, DIGRSS GTT86.OUL Writs i comection. sian and dats form.

PATIENT  NSEEEYSpRER PHYSICIAN
Phone: QHRRPD Phone: .
HICN: Qi Focv.  SURBENS AR
Birth dats; g R
OwriD#: : 1
Start Date: {we confirmed with office, i none then dete aigned)

Approprists Disgnosis: ‘ ) |
O 492.8 Enphysens 0 4919 Chrenic Bronshits B 4990 At :

[T '784.4 Parsistars, pulmonsry semetions-abegrmsl uuid(mzmymim presoriptions andy)
preacnibing § Compresaor Nobulizer E0S70 unlcos noted below:

Mnmmw/mﬁ'&wmmmmww

loans sond:
oo only) |m} Nm&m&aﬂcwmmmmmk
I Trechectomy Collar w/ Nebulizer ) Otwer
ALNUTZAOL SULFATT mmwu
‘E%D-memamm UW&W erment 2% Stsrold Products:

ALBUTRRGE SULPATE £.08)% IN 2l : Gruimicort)t.25mg/Nm
B R e 5 ) CEOMOLYNGGDRM UDmyaml bt [ BUDRIONIDR L

SO IN23al. Norma! Melime Mpars= UD [ SODIUM CHLORIDE 5% MiliessUD [] SUDRAGNIDE guimlcartn. wgnal

[ AcETVICYaTED R 1996 A, UD(for
cenermal Suld diagisets snly

m| METAPROTIRENGL 8,4% 2.3mL VP
[] METAPROTERENOL 3.6% 1.8mL UD

) ACITYLCYVATEING. 200 dal, VD(For
m dicgneds ) .

Qmmm.m‘n 3.0 wg with
DRATROPIUM SROMIDE 6.5 oag/Semd

“Ine uusmumwm- possnle
Mmtn ‘othary wsay B oidenlly

e 0o Boo Dow O Qe

] ; ' D

n»" WMBm) aqQ mdnmww:v
AJf Treatmenit regITen exceeds 4 GHax per gAY, Medichm requlies & ot , mgmr
goemauuAxmypwmmumammm)ummmmmummj D Praumona
I"] Obetructad Braathing(infiammatian of sranchisl tubes) [T Bronchisl Spusms ‘] Wheezing
[C] incraases Anthrati Grauthing ittty [2 Bhortrwes of Breath 0 Ctter:

' if reatment regimen eXoweds § tmes per day, this odmpieted form must hmnhdbytumrd Mudies! Neossssity signed
bymo physicinn on s or het lttsrhead.

Medicare mEximum aliowsd GUrSUON Of Nead 1§ 12 Monthe. DumKian amﬁmmwtmmm
spacified (NOS), than 12 monthe.
By my sighatiine Delow, | AUTONZe 010 e O TUs GOTUMENt by § ICENEU ShIMIGY 55 SRRANEBIAG RreT
mmmmmmwmmwmmum.mammmm mmmmm«.nmm
sufficlent for the sdministration of the prescribed inhsistion. dmﬁm. 1 cortlfy it the information comulined Hervin je 8 tue s corect

verifioation of My verhsl of writtan order and that Moo SUPPO nmmwmwmmmm 1 il enaivetin
for Medicar/inguranca raquiramants this signed %m dacurmmnd in the pqiml mnglioal Masrd Nk for posl-paymant evie/audit

PUrpnsss. Vi

B IV  Physician Signatwe 3 m‘ﬂ

mxrwmummwwmm_, s s print nams

zmwhm.nmvuuduwmmwmlmwu NT « Buits 309 Sunriss, FL 33335 Phone: (800) 9770321
Toll Free Fax # 1(800) 977-0601

10




Pt’:om: {7703 454-7868 .
ax: (770) 454-7664 : ‘ J
RESPIRATORY  Toll Free Phone: (866) 454-7668 Ofd er Form
SERVICES Toli Free Fax: (868) 454-76684 .
Date: IUN-wOrdor G Reorder 1 Change }
Patient Name: Practice Name:
Address:
Address:
City/State/Zip:
Phone # 1:
Phone # 2: PH: FAX:
Date of Birth: Mor F) Physician:
Diagnosis: UPIN # GA License:
Diagnosis CODE: DEA#: GEHC#:
If child, parent or guardian: . Practice Contact:
(please print nams}

INSURANCE

INFORMATION

Medicare #:

Medicaid #:

Other
Insurance

Company Name:

Palicy #:

Phone:

Group #;

MEDICATION

0 Albuterol .083% / 2.5mg/3ml

[0 ipratropium Bromide 0.02% / .5mg/2.5mi

0 Compound (Albuterol 2.5mg / Ipratropium .5) 3mi

N

1 Pulmicort 0.25 myg respules
0 Puimicort 0.50 mg respules
0 .Budesonide 400mcg cmpd

Sig:'BID O QD O (Medicaid)
Sig: BIDD QD QO (Medicard)
Sig. 8ID O QD 0 (Medicare)

Other Medications:
a Qb g TiD 0 Q4H 0 QsH 0 Other
Dispense: | month supply with PRN refills for a vear OR DISPENSE with REFILLS
EQUIPMENT
Will Respiratory Services provide the nebulizer? OYes (Sedat®: __ ) 0 No

Respiratory Services customers will raceive nebulizer circuits and a complimentary cleansing bucket with Centrof Il Disinfactant.

DELIVERY of Medications AND/OR Nebulizer

Respiratory Servicas will.ship all orders to arrive on the next business day unless otharwise specified by the physician.

Comments:

Physician's Signature




CONFIDENTIAL PATIENT INFORMATION

Bright Medical Technologies 1-800-345-4268
Respiratory Medication Prescription Order 215-842-7989 (FAX)

PATIENT Information (Please print)

j Patient Name: :

§ Address £
City ___ State Zip _
Telephone Patient Sex 0 Male O Female E
Alternative Gontact - Telephone ’ :
Insurance Info — Primary/Medicare Secondary (Supplemeiﬁtal) insurance info
Primary insurance Secondary ins ‘

¥ Policy # Policy #

| Group # Group #

§ Policyholders Name Policyholder's Name

Diagnosis: 0COPD (496) O Asthma (unspecified) (493.90) O Emphysema ~ other (492.8)

{requirad) 0 Bronchitis (491.9) O Pneumonia {486) 0 Other
Medication: (required) Frequency: (required)
0 Albuterol 0.083% 3ml UD uBID OTID OQID 0O Othern
01 ipratropium 0.02% 2.5 mi UD OBID oTID gQID OOther:
0 Duoneb® 3 mi UD OBID OTID 0QID OOther
1 Albuteral 2.5 mg/ Iprat 0.5 mg 3 mi UD ABID ODTIO oQID DOther;
0 “*Albuteroi 1.25 mg/ Iprat 0.5 mg 3 mi UD asid oTID oQID 0O Othern
0 *Xopenex®1.25 mg/ Iprat 0.5 mg 3 mi UD O8I0 OTID OQID D Other
O *Albut 2.5 mg/ Iprat 0.5 mg/ Budesonide 0.5 mg 3mIUDDOBID OTID OQID 0 Other:
[t “Albuterol 2.5 mg/ Budesonide 0.5 mg 3miUD OBID DTID QQID 0Other:
O ‘*Albuterol 1.5 mg/ Budesonids 0.25 mg 3mi UD OBID CTID QD OOther
NEWHMI  “Formoterol 12 meg/ Budesonide 0.5 mg 3 mi UD oBiD OTID D(C}I\D 1 Other;
Additional Medications:
C Albuterol Inhaler MDI #1 Unit 08I0 OTID OQID X Other _PRAN __
o OBID OTID OQOID OOtherr
O o8id oTID D:QID O Other:

REFILLS: 1234586 Quantity: 11 month supply {1 other

* Not available commercially. For additional combinations not listed above, please call our pharmacist
at 800-345-4268. All compounding Is done in the professional sterile lab on premises.

Equipment
0 Nebulizer required - Please dispense Nebulizer System Serial #
O Medication only (No equipment req-d) {For pharmacy use)
Physician Name UPIN #
Address License No.
City - DEA &
State Zip Phone Fax
Physiclan Signature (required) Date

imps-—1nt Warning: The s a panying this war ‘ it tieh I haaith inf that 15 tegaily privitaged. Ths inltormaton is only intendad 107 the use of the
indwdual ar entity narmed above The authonzed recipisrt of this wniarmation 13 prohiited from _ Sclosing s information 16 any othes party uniess raquired to do 5o by law or requiations
i you are not the mtenced recipient, you are hereby nolrtied that any disclosure; copyng, disiribution, or action taken wi relisnce on the Sontents of thege documents 15 stnctly protubited it
you have recaived this information in errar, please nokdy the sender immediataly for the o ction of these ms
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m:}u Better Living Now, Inc. Phone: 631.348.0032
S— 500 Wheeler Road Fax: 631.348.7704

Hauppauge, NY 11788
iving Now, Inc.

1) Instructions

a)

b)

Patient
i) Please complete the Member section of the order from on the reverse side indicating the

insurance you have that provides coverage for your respiratory medications and supplies.
i) Please complete the Medical History Information Requested Below.
Doctor
1) Please complete the patient information and doctor information sections.
1) Please indicate the products and medications you want supplied to the patient, with directions for
use and quantlty required; ( NY State requires one prescription per blank, please make copies)
i1)  Please sign and date on the spaces provided.

2) Some Medicare Coverage Rules that should be noted:

a)

b)

<)

If treatment regimen exceeds 4 times per day, Medicare requires a detailed explanation of the
reason/s: {check all that apply)

i) O Obstructed Airway (progressive inelasticity of the lungs) O Emphysema O COPD

1) [0 Crackling & Congestion in the lungs O Pneumonia 0 Wheezing

iii) O Obstructed Breathing (inflammation of bronchial tubes) O Bronchial Spasms T Asthma

iv) O Increased Asthmatic Breathing Difficulty O Shortness of breath'

If treatment regimen exceeds 6 times per day, this completed form must be accompanied by a Letter
of Medical Necessity signed by the physician on his or her letterhead.

If you fax this document, Medicare/insurance requirements are that you maintain the signed original in
the patient’s medical record for post-payment review audit purposes. ‘

ACCHHISSE * Patients 108 Sex: -
5] . M F
' Falients Last Name. Faiwnrs st Nama: : L3 Rel To Member
0 ’ M S C
Address 1. Aph. Date of Birth,
; Ty State” - Zip Code’
» | Do you have any health conditions? If so, please check those conditions or wnte in “other”
§ O Asthma U Diabetes [0 Hypertension (] Cardiovascular Disease [l Kidney Dwease O Epllepsy
¢ | O Other:

ther
Medications

Do you have any medication allergies? If so, please check those conditions or write in “other”
[ Peniciltin (I Sulfa O Aspirin (I Erythromycin O Other:

Please list ALl Medications, Over-the-counter Medicines, Vitamins, Nutritional Supplements that you are currently taking:

Patient Sigrature Cate:




---e
RX -~ RESPIRATORY MEDICATIONS AND SUPPLIES [eresson ¥
AL

& MadicalFirst Company

Dear Doctor,

Your patient has asked us for a Nebulizer and/or Nebulizer Medication to help with his/her breathing problems. In order for your patient to
receive these products, we are asking you to fill out this prescription {o etury i . Your help in this matter is greatly appreciated
by your patient and by Jefferson Medical. \ )

al@ Ay 216130 AL

Please call us with any questions you may have at 1-800-929-9440. \
Once complete, please fax this form to 1-425-962-8500 or mail it to the address at the bottom of the page.

PATIENT INFORMATION

Name: Date of Birth: L i

Creant Adderca-
D UG AUUIRIS.

City: State: . Zip Code:
Home Phone #: Social Security#: )
Primary Insurance Provider: Insurance #:
Secondary Insurance Provider: Insurance #

PRESCRIPTION INFORMATION

Medication/Supplies Diagnosis
Please place [ X ] where applicable: Please place [ X | where applicable:

[ 1 Albuterol 2.5 mg + Ipratropium Bromide (Atrovent) 0.5 mg (pre-mixed) [ ] 493.0 Asthma
[ ] Albuterol 2.5 mg /3 ml (unil dose) ... 0.083% vials [ ] 277.6 Cystic Fibrosis
[ ] Albuterol 5.0 mg/ ml (20 ml bottle) ... 0.5% Concentrated Solution [ ] 4939 Bronchial Asthma
[ ] Ipratropium Bromide (Atrovent) 0.5 mg/ 2.5 ml ... 0:02% (unit dose) vial { 14928 Emphysema

[ ] Cromolyn Sodium 20 mg /2 ml (unit dose) vials { | 4960 COPD

[ ] Mucosil (Acetylcysteine) ____ 10% vials OR ____20% vials { ] 491.0 Chronic Bronchitis

[ ] Metaproterenol (Alupent) 10 mg / 2.5 ml (unit dose) ... 0.4% vials [ 14912 Chronic Obst. Bronchitis
[ ] Metaproterenol (Alupent) 10 mg / 2.5 ml (unit dose) ... 0.6% vials

[ 1 Other Medication(s):

[

] Nebulizer / Compressor [ ] Peak Flow Meter { ] Other Supplies: -
Cony Prescript '
Please mark [ X } the combmation of medications to be compounded in one vial —one Rx:
{ 1 Albuterol 2.5 mg [ ] Cromolyn Sodium 20 mg [ ] lpratropium 0.5 g

i puff equiv/vial 2 puff equiv/vial Other
[ ] Beclomethasone (Vanceril)........... (please check one)... - 100 meg . 200°meg ’ . 400 meg
[ ] Budesonide (Pulmicort) .............. (please check one)... 200 meg . 400meg —. 600 mcg
[ ] Flunisolide (Aerobid) ................. {please check one)... — 42meg e B4 mcp 252 mcg
[ ] Triamcinolone (Azmacort) .......... (please check one)... e 250 meg o 300 g 750 meg
Note: Non-steroid compounds ase per 2.5 mi. Stercid compounds are per 3.0 ml.
Directions: QD ____BID TID QID How often: _
Start Date: / / # of Refills: 1 3 6 1year Length of Need: 99 Months
[ ] Patient uses or has used an inhaler { ] Substitutions Allowed [ 1 Do Not Substitute

Patient Allergies:

My signature below confirms that the patient has a respiratory ailment and is / was being treated by me. All the information
contained herein accurately reflects the patient’s respiratory condition and the regimen Lhat%haive prescribed. [ also confirm that:
1) I have seen my patient in the last six months 10 evaluate their ailment, and2) the patient and/or caregiver is able to follow
instructions for controlling the aifment and is able to use the supplics ordered. [ also agree to maintain this signed original
document in the patient’s medical record and make it available for insurance and/or Medicare purposes.

Physician’s Signature: Daie: / /
Physician’s Name: UPIN#

Physician’s Address:

Physician’s Telephone #: Physician’s Fax #;

Jefterson Medical, A MedicaiFirst Company 35 Wisconsin Circle  Suite 250  Chevy Chase, Maryland 20815  800-928-9440
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Liderty 772~9398-4137 11/21/72003 3:50 PAOE 2/2 RightFax

_.‘5- DOCT ! | ’ ~‘ EWAL |
e DOCTOR ORDER [ pme i

Respiratery Mﬂ,dIcati:n's,-a:d—;upptiu Lo wmaL )
- 57889

1/01/2004

A*ﬁn—.

————————_"
6 0 96 5 7 Insructons: Plasse Ril s ALL Sections and mak or fax beck 1a Litierty,
if you have any 8, (6DS0 Croas Guf, wite in cospcion, tign, and date it

pos: VNN Order Date:
T Madicare !‘“

Chaek Appropriate Olaghoss y o
D436 COPD 0 481.9 Chronic Bonchlts 493, Astna (2 Obor
G 4528 Emphysoma O 788.4 Abnomnat Fiudd 'WQ—'

& Physiclan's Prescription: (Eheck v all thal apply)

1) YES-iam presciting 2: G Comprossor Nutuiizer 0 Portable Uitrsonic Compresaar (with batiory)
2} NO .M Do notsend 4 Compressor Natwlizer the patient currenty has ena.

By & ALRUTEROL BULFATE 0.083% 3miy 0 METAPROTERENOL 0.6% | O TRIPLE BUDGSONDE COMED:

mlmm‘f:lu: BR 0.02% 2.5mL 2.5, WD |\ ;4?:‘%4;;;; z Auscenorce

2 (4 indy N0, .

{2 sogar vinle} 1 METAPROTERENOL 0.4% 08 w3CC WklS) 1 UID vial

U ALBUTEROL BUDEBBONIDE COUBO:
Albuieroltiuge sorsde 2, Smgr0. 2 Smigy
139 o ICC WNE) 1 WD ab

'@ IPRATROPIUM BUDEBONIDE COMBR!
taratwgium/Budesocide 0.5mp/0.25mg

(08 w ICC wadj 14D vial

T ALBUTEROL, SULFATE 0.063% 3mL ¢ 23ml UMD
{0.5mL Nowyml 0 5%, 2SmLN S WO 1D Other * mui tewiwr timenss

5 IPRATROMUM GR D.02% 2.5ml wD

#
O CROMOLYN SODIIM 2mi, Sienle Wakr :
U (for Asthma, dlagnotls » 453.88) |

* Tie aove < REMIEY v wily S0 Puse| D0 Sy piay arl SIS IaY DO KIS aRy OpRhInLNe.

- - —— -

e, o w8l Ti : :
2 Par By Treat Doo oBo gTio foc QG OOk T

o Non Oisposatde Neouizer Tubing (one every ¢ mandm) B Non Blsposable Misk

P2

- N . - g -
T Dieposanis Planka Tubing (reo per mint) Otlesk @ ‘mdgp-fmc.lh-

If reatmant ragiman sxcesdn & timae per duy, Motoare requins » dewwied expionation of the reason: (¥ sl wat apoiy)
3 Obsinicted Alrway (srogrotulve inalaitcity of e ungs) J Crackiing & Conguetion in e Longs -0 Proumonia
O Obsbucted Braathing (infammaton of tronchial pons) [ Bronchlsl Spasms . 0 Whiseding

{J (ncreased Asthmalic Drawthing Diticidty 0 8horvase of Bmath L] Other
¥ trenimant rogimen sxcesds § Limes per-day, tiis completad form mukl Do secompaniod .

By # Latter of Medical Necswslty eignad by e physicion on his or herietiatoad.

E B Macicare maximum sliowes durstion of needis 12 monts. Durstion of nesd {tg ‘mohhi o if rot otherwlia
spacifiod (NDS), twr 12 manths, .

By my sipnature below, | Jubhonze the use of this dociemant by 3 Lcenacd plamacy 38 > tsaoeniing peesipoon | cutsly hat the
(nformation containgd harain is a true and conecr venfication of my verbal ar witton anies anal that my modcal meonis suspr
the muckcal nsed o th ieme Drescribad. | wil maimtsin K MadizarinsuRnca rguinments tis signod.ofign sl dacument in the
petient's medical rocord fle forposkpaymant revisw/sudt purpeses.

2 ‘
M Frysicin Signatare > [0 l ,x‘f{w’/ 3 l

h‘”’"" ‘—-—-—- ’ Wor Cifce Qﬂ On{y )

Physiclan's Name and Address: QI = 0]

 —— |
e —

Hame Pharmaay Copomtlon
#.0, fiax WHT1 Fr. Piwee, Fl, 3470
Tol Fren Phono; 1087 7-328. 1482
Toll Fres FAX! 1-888-3920792

e
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Rotant Prarmacy Surbng Jan |, 3001

éml voluure (reed med. brmlﬁrmlwne>
Albet - Tphmi 6udasamdc. 27
&5 mg A.E'rnj i a8 mg r)»w;ﬁ/'
A O M " o o
v P
Albd' fmi — T?'Wnd:
- #5mng % la..‘! my ‘rn @\\\7
- if@ 0.5'/?2“9 ﬂ. @ );z. A i
= Albut T pmf g w |
'3»5». De. -55 ' ‘b.&d %{r&‘-xh
2.5, 0.7 mg Mf‘;’ Feg

4:0”? P nim o

5:0@ 2] '15'm
l. 25mqg wg (S\owpil Bl vials D

AM new o will 3& aml volume unlass ordered
by physian

) n 3ml vo!ume)

JAmi
? v ireatment ime -1 p+ Complianee

no e i Starter dose kits
| Slamp Per physiian —» 2 com binations
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a i 285 Tomii Rd, MHunt n Vallay, PA 19006
LINCAREZF incon R, Huneingean Vlly, P4 15006
PATIENT INFORMATION

Patient:
Address:

Home Phone: ‘ ‘ Work!,
D.OB.: . SSN#__

Primary Insurence:
D#
Secondary Insurance:
D#

Croup #
Group #

Disgnosia:
SEASA USSR ESEERIIVENCH RSOV I EBES A SHSASREGERBISUNNSSBERRLOBITAOEREPORY
PRESCRIPTION
—. OXYGEN at livers per minute via nesal cannula X hours/day

~ NEBULIZER

. OXIMETRY . OVERNIGHT OXIMETRY -
- OTHER:
MEDICATION

- Albuterol 2.5mg/ Iprawopium 0.5mg

Albuterol 0.083% 3,0mi
__ lpratropium 0.02% 2.5mi
__ Cromolyn Sodium 20mg 2.0mi
Frequency: __ BID . ™D QD __ Onher .
Length of Need: '
M.D. Signawre: __ Lic. #
Address: ’ X
Phone:
Date:
Comments:

PLEASE FAX TO LINCARE at 215-938-9583



Budesonide czsmq/a Smi (compound) FY.1.5 :? W Othee .
udesonide 0.5 l [compoungy . QO D 3 Oter -
P , Qaid aﬂnaamomnmruoﬁm

Qéf_e_ﬂ!- N/’S Q@d:ﬂ- M &{m& "~ &mewg $m.,m4‘w

___A_AMEM;MWW' enirie S, bor, g s

Paient Namae: ’ ’ : M

Addross: - ) Mt . Wt

Phonei( ) __Insurance(s)__ wzgﬁd{gd—
Physician . UPIN Phyeiclan Phone [ )

iillALl. VOLUME NESULIZER comssoni 1 Hangheld G2 Tabistop

[SOLUTIONS FON NEBULIZER ], emsquemey

Q Atbuters! 9.083%/3m! Unit Dosa . Q QIO QTIDQ BID Q qénr W gsitr O Other

3 Albuters] 0.8% 20mi . 3 QU O 10 T 810 LY qanr X aBRr L3 Sther |

Q Alguterol 2.5mg/lpratropium 0.5mg $ml {compound) G QITQATID QBID O qdhr Ag8hr A Other .

L Ipratropium 0.02%/2.6ml Unit Doss T QIO O IO LI BID T adhr 3 e O Other ____ i
u Cmmolrn 20mg/2mi Unit Dose LAAOUTIDOBID Qgdhr O qBhr O Othor

Q Alwitero! 2.5mg/Budsesonide 0. 2smo'!pmronium 0.Emgam (compound) QA QIDOI BIOQ Other ______ ..

Q Albuteral 2. Smg/Budesaniae 0.5my/pratopium 0.5my3.8mi (compound) QG 2 BID abmar

e e———

uenu.s g NTTTY: sn-u:y supply &2 D Othar
C @ ’ k0
or_. (ouraucmrmncn @ Humidifar Q Nan Heated 0 Aes
ABG or O Sawravion: O Wenled G2 Litt Chalr
via 3 Nasal Canmila Q Magk Other : Other: 3 Whaesichals
0 Concentrator O Linuld Oxygan {L.OX) Q Supolementsl O, blwd in a Q Other e
" Portable System: Gl Cylinders U LOX ' —
Q Consarving Davice: Setiing - -
Duration/Frequeney . -
Q Bubble Humidifier Other: IPAP. oM KO BRAR, om HQ
Moda BURMe,.

{PATIENT ABSESSMENT | % 1 Time,

Rise Time
03 Pulse oximelry.

Othar: 2
Porlarm O xi T Cxher: (UrRtONFeqUencY) ny aunmiraquency of use !
JAtrest  Q WIth ambulation 03 Supplemaental O, bied in &l
WG Reem airQONO, @, LPMMY,

0 Humidifisr:  Q-Non-Heated rmm

LI Haatad

QQvernight  Cnher:

Q9
Perform Qi xl € Other:

“&”Wn"&"n‘%’&‘ "

1 giva parmission to Amarican HomePailent to act 45 my agent In ransmitiing Nis writen prmﬂmfon vin faxX © he provider
of Ihe patlem's choles

Dlagnasls

Fhysiisn Bignaturo (Subsulullon ATewed) Uaie Fhysicin Sigasivrm Zﬁﬂwu W wiReA]

Vonse sirsent AR MIL AR NDMT AL BIV RARIMACY A YINH CIOKD. A4 11 0R)




HOME

| MEDICAL
Oxygen, Respintoxy'Mediciﬁon and Nocturnal Oximetry Prescription
Patient name: Date of Birth / /
Address: City: _Zip:
E ME VICES
Concentrator: [ Yes (3 No Portable: I Yes CINo  Helios™ Preferred? 0 Yes ONo--
Oxygen Saturation Levei: % (o) POz Level: Liter(s) Per Minute (LPM):
Test facility: Test Date: ‘
Pulse system evaluation including oximetry? OYes INo

Nocturnal Oximetry: O Roomar (I OnO2 pm

Nebalizer: {J Yes {1 No [ Unit dose: Length of need: (3 Lifetime O Other:
COMMO RE. E PRODUCTS'

ALBUTEROL 2.5 MG/1 ML AND !PRATROPIUM 0.5MG/2.5 ML (SEPARATE VIALS 3.5 ML TOTAL VOLUME)

ALBUTEROL 0.083% (2.5 MG/3 ML) __IPRATROPIUM 0.02% (0.5 MG/2.5 ML) __CROMOLYN NA 20MG2 ML
ALBUTEROL 2.5MG + TRIAMCINOLONE 0.4MG (3 ML VIALS)

ALBUTEROL 2.5MG + IPRATROPTUM 0.5 MG + TRIAMCINOLONE 0.4 MG (3 ML VIALS)

ALBUTEROL 2.5 MG + IPRATROPIUM ! MG + TRIAMCINOLONE 0.4 MG (3 ML VIALS)

ALBUTEROL 2.5 MG + IPRATROPIUM 0.5 MG + DEXAMETHAZONE 0.4 MG (3 ML V1ALS)

ALBUTEROL 3 MG + IPRATROPIUM 0.5MG (3.1 ML VIALS)

ALBUTEROL 2.5 MG + BUDESONIDE 500 MCG (3 ML VIALS)

ALBUTEROL 2.5 MG + IPRATROPIUM 0.5 MG + BUDESONIDE 400 MCG (3 ML VIALS)
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" XOPENEX 1.25 MG/3 ML

USTOM 14/ : Combination of: . . s - e
C DUCTS AV ’
ALBUTEROL BETAMETHASONE BUDESONIDE IPRATROPIUM DEXAMETHASONE TRIAMCINOLONE
SIG: OBID amn 0 QID 0 Q4H 1 4 - § times/day 3 Other
Length of need: (3 12 Moniths 0 Other: Quantity of vials:
Diagnosis: O COPD [JEmphysema [J Chronic Bronchitis [J Asthma O Other

Medical necessity: the ability to breathe is severely impaired (CMS requires consideration of usmg 5 metered dose inhaler, with
and without a reservoir or spacer device, and determimation that it is insufficient for the administration of inhalation drugs).
CMS requires us to retain ap origleal physician signature on fike.

.

Physician name: ¢ (please print)
Physician signature: / Date: / /
Physician DEA UPIN .
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