
      
 
 

 

 

 

 

 
 

   Ordered by: ______________________________NPI #____________________  
 
   Diagnosis / ICD-10 Code: ____________________________________________________________________ 

 
Provider Authorization: 

 

I certify that the above equipment and/or supplies are medically necessary for the patient listed above. 

 

Provider Signature: _________________________________ Date: __________________ 

DME order form: 
Please fax order to (850) 347-2008  


