BIG S5KY

MANAGED CAFSI(—E

900 13" Ave S Great Falls, MT
406-315-1989

Incontinence Supply Order Form

Please fax to: (406)315-1988 or email:

customerservice@bigskymanagedcare.com

PATIENT’S INFORMATION

FIRST NAME LAST

ADDRESS

CITY STATE

ZIP

PHONE DOB

SEX OF PATIENT: 0 MALE

E-MAIL

0 FEMALE

INSURANCE INFORMATION

Do you have coverage under Medicaid? 0 YES 0 NO
If yes, Medicaid ID #

*Incontinence supplies are only covered by Medicaid, children
3 and older are eligible for incontinence supplies*

[] Please check if Private Pay

*wipes are a non-covered item*

ICD-10
CODE/DIAGNOSIS

HEIGHT WEIGHT

REORDERING CONTACT

Other Products

PHONE RELATIONSHIP
HCPC ITEM SIZE Quantity per
(WAIST) Month

T4521 Small Brief 20-33 inches

T4522 Medium Brief 32-42 inches

T4523 Large Brief 48-58 inches

T4524 Extra Large 57-66 inches

Brief
T4543 XX Large Brief | 60-69 inches

UNDERWEAR/PULL UPS

HCPC ITEM SIZE Quantity/
Month
T4535 Underwear Regular or
Pads/Liners/Guards Long
Medicaid allowable:
240/month
T4541 Disposable Bed Small or
Pads Large
Medicaid allowable:
240/month
T4537 Reusable Bed Pads Small or
Medicaid allowable: Large
3/month
A4927 Gloves S, M, L, XL,
2XL
Private Adult Disposable One Size
Pay Washcloth
Private Wipes / Flushable One Size
Pay Wipes
ORDERING PROVIDER
START DATE:

DURATION OF NEED: 12 MONTHS

FREQUENCY OF USE: MONTHLY

Underwear

HCPC ITEM SIZE Quantity per
(WAIST) Month

T4525 Small 20-28 inches
Underwear

T4526 Medium 28-40 inches
Underwear

T4527 Large 40-56 inches
Underwear

T4528 Extra Large 56-68 inches
Underwear

Non- XX Large 68-80 inches

covered

ORDERING PROVIDER BY SIGNING BELOW, | AUTHORIZE the use of
this document as an order, and | certify that the above prescribed
supplies are medically necessary and reasonable. | will maintain an
original signed copy of this order in my medical records.

PRESCRIBER PRINTED NAME:

SIGNATURE: DATE:
NPI#
TELEPHONE: FAX:







