Instructions for Negative Pressure Wound Therapy D - .
(NPWT) Prescription and Clinical Information Form -~ VENTURI

Please use the instructions below to help you complete this form and expedite service. All information
must be completed for the beneficiary to qualify for Medicare.

PRESCRIPTION & PRESCRIBER INFORMATION

To be completed by the prescriber,

1. Only complete this prescription If you will not be providing a separate detailed written order.
£2. Prescriber must SIGN and DATE the Prescription and Attestation. No stamped signatures.

3. Contact Tri-Care Home Medical for a Letter of Medical Necessity for Additional Supplies if the clinical
condition of the wound requires more than 15 dressings per wound andfor 10 canistiers par maonth.

2| 4. Indicate what supplies you ane requesting.
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PRODUCT DELIVERY AND PATIENT INFORMATION

1. Please provide information about who is requesting the Venturi Wound Therapy and where to deliver
the equipment/supplies.

2. Indicate the anticipated placement dafe so we can ensure all supplies are deliverad on fime.

3. Provide us with all of the patient’s demographic information along with all insurance information for
proper billing and quick authorization.
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CLINICAL WOUND INFORMATION

1. Answer only the questions that relate to the patient’s specific wound type. Only one wound type should be
selected here.

2. Answer Questions 1-6, and

a) Wound history™
b} Wound measurements
) Mufritional status

3. Record the wound measurements for each wound being treated with Veniur Healing System.

4. Complete a Supplemental Wound Profile Form if there is more than two wounds to be treated with negative
pressure wound therapy.

* The above information may be contained in the patient's medical records, HAP, Operative Report or Mursing
or Physician Progress Moles in the patient’s chart,
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WARNING: As with any prescription medical device, failure to consult a physician and follow all Instructions for Use
prior o and during use, may lead to improper product performance and the potential for serious or fatal injury. For
additional information, please see Talley's website at www.lalleygroup.com.

To order, fax 318-387-T68Z - Questions 318-387-0664 or 1-888-043-0695
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Prescriber must sign & date in Section 1 after reviewing the Prescriplion and Clinical Information pages. This form is only
o be used when prescribing Megative Pressure Wound Therapy using the Ventur Healing System. DO NOT
SUBSTITUTE.

Patient Mame (print): sS4

Caontact Mama: Phana:

n PRESCRIPTION, ATTESTATION AND PRESCRIBER INFORMATION

Patient Name [print] (last) (first) (i)
| prescribe the Venlur Healing Sysiem. This includes: the Ventur suckion pump, up to 15 wound dressing sets/per
wound/per month and up to 10 canisters per month. The anticipated length of therapy is manths starting
an for the following diagnosis (1CD-8-CM diagnosis code specific to Sth digit or namative):

Prescriber's Signaiure Dats

By my signafure, | aftest that | am prescribing the Venduri Healing Sysfem as medically necessary and ail ather
applicable freatments have been fied or considered and nied owl. | have read and undersfand all safely informalion
and other instructions for vse included with the Venfuri Healing Sysfem.

Prescriber Mame [prind] (last) (Firsk) {mi}
Address City State Zip
Prescriber Phone Fax MPI
Goal at the completion of therapy with Venturi Healing System:

[[] Assist granulation tissue formation [[] Detayed primary closune (tertiary) [ Flap [] Graft

E SUPPLIES FOR DELIVERY

[] Standard Flat Flat Drain, Kerix AMD gauze, 2 clear dressings, 20ml normal saline; Hydrogel adhesive
patch; connaction tubing with clamp; instructions for use
[] Large Flat Flat Drain, Kerx AMD gauza, 2 clear dressings; 20ml normal saline; Hydrogel adhasive

patch; connaction tubing with clamp; instructions for use

] Standard Channel Channel silicone drain, Kerdix AMD gauze, 2 clear dressings; 20ml normal saline; Hydrogal
adhesive patch; connection tubing with cdamp; instructions for use
**(usad for tunnaling, undermining, atc.)

[] Abdominal Flat drain, 2 Kerlix AMD gauzes, 4 clear dressings; 80ml normmal saling; 3 Hydrogel adhesive
patches; connection tubing with clamp; instructions for use

] Other Supplies

E’ REQUESTOR, CLINICAL PROVIDER, AND PRODUCT DELIVERY INFORMATION

Requestors Narrs: Reguestor's Tile:

Requeslors Faciity Name: Faciity NPI:

Faciily Address:

City: Saae; Iipc Phone: Fax:

Prafered Commurication Mathad: [ Phieae [] Fax ] Email

The Vanturi System will be used in whal bype of facilty: [ ] Privals Residence ] SNF []LTAC [] Rahab
[ Ausisted Living [ Grous Home [[] Custodial Care ] Other:

To order, fax 318-387-7682 - Questions 318-367-0664 or 1-888-043-0695

Patient Mams:
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E’ CONT’D (Must be completed in full)
CLINICAL PROVIDERFACILITY INFORMATION

[] Requeator is same ag Clinical Provider [[] Clinical Provider mat known at this Sme (pleese forward information 8 soon & possile)
Name of Cinical Provider Providing Dressing Changes: Addrass:

City: Saabe:; Zpe Phiona: Fax:

DELIVERY ADDRESS (Daliveries cannot e made o a F.O. Box)

[] Dalivar to Patiand Home [l Daliver ta Faciiiy [ Crhar:

Dalvary Address; [ Seme as Palent Address  [] Same as Requesior Address [ Other Bdoness;

City: Saabe:; Zip: Fhiona: Fax:
Contact Mamea af this Address: Title:
Location Where Thempy Administered [ S5ama as Patiend Address [ Other Addness:
City: Stale: Zipe Priong. Fan!

if the pafiont should nesd additioral supplies or services. whad physical address should be used?
[] 5arme as Patient Address [ ] Same as Reguestor Address [ Other Address:
City: Saabe: Zpe Phiona: Fax:
Anticipated Placernent Date: { /

EI Patient Information (Complete In Full or Fax Patient Face Sheet)

FPationt's Permanant fddmss:

City- Exate; £ipc Phone:
Family Conteet; Phana;
i8 the patient's wound & direct resull of 6n accdent? [Yes [N Date of accident ! !

Accident Typa: [ JAuto [ |Employmant [ |Teuma Responsible Party:
INSURAMCE INFORMATION: COMPLETE OMLY if wou will rot be faxirg is informatian separataly [Patiant Face Sheat).
Primary Insurance: [ | Madicare [Insurence []Medicaid HICADH:

Insurance Mama: Agddrass;

Policy #: Group Mama: Giroup #:
Primary Insured (Subscriper) Mame: Subscribar Relabonship o Falient:
Subscribar DOA- Irsurarca Phonas

Socondary Insurance: [ Medicare [ inswrance ] Madicaid HICADH:

Insurance Mama: Adidrass;

Policy #: Group Mama: Group §:
Sacondary Irsured [Subscribar) Mame: Subsoribar RelaSionship to Patient:
Subscribar DOS; Insurance Phona:

E Clinical Information by Wound Type (compste in Fut. insursnce Coverage may Require AsdRionsl Ducumentation)

PATIENT'S WOUND HISTORY

1. 'Was MFWT inltlated in an inpaSent feclity? O Yes [ Mo Date Initiaiad:
R has the patant bean on MPWT any@ime during the last G0 days? [ Yes [ Mo Faciity Mame:

2. lsthe patient's rutritional status compromised? ] ¥es [ Mo  City, Siaba;

i yes, chack the aclion taken: [ Prolein Supplemants [] ErferalMG Feeding [ TPN [ Vilamnin Theapy [ Specal Dt

To order, fax 318-387-7682 « Questions 318-387-0664 or 1-888-043-9695
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3. Which therspies have been presiously tried and falled to maintsin & molst wound emvironment ¥
[] SabnetGauze  [] Hydrogal [ Algirats [] Hyerooaliaid ~ [] Absorpiive [] Cither:
4, |s the paSent a diabatic? [OYes [JMNo

5. I albar therapiss wens considered and ruled out, whal condiions prevenied you from using ofher Bherapies prior fo apphing MPWT with Venturd in
inpatient or home heallh?:

[ Presence of co-morbidities [ Hagh risk of infection [ Head for acosierated granulation tissue
[ Prior history of delayed wourd haaling 7] Orbear, please describe:

6. Dascrbe the co-morbidiies or complicating factors which impair wound healing for this patiert and possible consequances if Venlusd is nol used
[complicaling faciors not impacting wound healing do nol need o be provided):

PATIENT'S PRIMARY WOLUND TYPE
[] TRAUMATIC: [] Omhopedic [ Seoft Tisswa/Open Wourd  [] Traumatic Amputation

[] SURGICAL: [] Surgical [non-dehisced) [ Dehisced (disrupled) [] Flap (post-op) [ Graf [postop) [ Meomiizing Fascitis

[[] Daie of Surgary: ) ! [[] Cihar {plesss dascribe])
[] PRESSURE ULCER: [ Stage I [] Stage IV (If Mo, please explain.)
1. |s S patiend being tumed posSoned ¥ [ ves [ Mo
2. Has a Group 2 or 3 surface bean used for ulcer locabed an the pasterior runk o pebis? [ ves [ Mo
& Are moisture andfor incontinence baing maraged? [ ves [ Mo
4. |5 prassee ulcer graater than 30 days? [ ves [ Mo
[] DIABETIC ULCER:
1. | i patiant on & comprenenahe dabatic managameant program? ] ¥es [ Mo

2. Has a recuction of pressune on tha fool ulcer been accomplshad with appropriata modaldes? [ Yes [ Mo
|:| HEUROPATHIC ULCER:
1. Has & recucSion of pressune on tha fool ulcar been accomplishad with appropriate modalies? [ Yes [ ] Mo

[[] VENOUS STASIS ULCERVENOUS INSUFFICIENCY:

1. Ane comprassion bandages andior garmanks being consistantly applad? [ Yes [ Mo

2. |s elevationfambulalion being encouraged? [ Yes [ Mo
[ ARTERIAL ULCER/ARTERIAL INSUFFICIENCY:

1. |s pregaure over the wound baing relleved? [ ¥Yes [ Mo
[ BLURHS {rot cumantty covamd by Madicam )
[] OTHER {Expisin)

a a

WOUND MEASUREMENTS
Wiound #1 Typec ‘Wound Age in Monthe: Wound #2 Typa: ‘Wolnd Age in Months:
Is there less than 20% sloughffibrin in the wound? O ¥es [ Mo Is there less han 20% sloughffibrin in the wound? [ ves [ Ha
Has debridament been allempted in be las! 10 days?  [] Yes [ Mo Has debridemant bean attempled in the last 10 days? [ Yes [ Mo
If Yes, debrdemenl date: Debridement type: I es, debridement date: Debridement fypec
Are sorial debidements required? [ Yes [ Mo Mre sorial debridements requined? [ Yes [ Ma
Maasurament Date: Wiound LocaSanc Measumsmant Dale: ‘Wiowund Locafian:
Lengsh: cm  Widih: om Death: =) Length: om Wiidh: om Depthe orm
Is there undermining? [ Yese [ Mo Is there undermining? [ Yes [ Mo
Localion #1: cm, from [Va] o'clook Localion #1: om, Trom 1] o clogk
Localion #2; cm, from [La] o clok Localion #2: om, Trom o oclook
Is there turmelingisinus? [] Yes [ Mo Is there lurnelingfsinus? ] Yes [ Mo
Localion #1: o i o'clock Localion #1: cm (3@ o'clock
Location #2: o & o'chock Localion #2 cm i@ o'clock
Appearanca of wound bed and odor: Appearance of waund bed and odar;
Exudaba (amount and calark Exudate [amount ard colark
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