Oxygen Qualifying Services, Inc.
PHYSICIAN ORDER           Phone:  (828) 294-0332
3113 NC HWY 127

CONFIDENTIAL                     Fax:      (828) 294-0144
Hickory, NC 28602


Patient Information:

Name (Last, First, MI)________________________________________
DOB _________________________
Mailing Address ____________________________________________Phone Number____________________
City________________________
State ________________________  Zip Code_____________________

Sex  M or F (Circle One) 

Emergency Contact & Phone # ________________________________________________________________
Medicare (, Other  Insurance , ________________________________________________________________
Policy #___________________________________________________________________________________
Secondary Insurance:___________________________________Policy #_______________________________
Please provide lab results to the following DME company when available:

Company_________________________________   Contact_______________________________   

Phone___________________________________ 
Fax __________________________________
Ordering Physician:      MD NPI #__________________________________
Full Name_____________________________________________________________________________

Address_______________________________________________________________________________

City________________________________  State__________________  Zip Code___________________

Phone___________________________________
Fax__________________________________

Diagnosis:  ______________,_______________,_______________

Patient Symptoms: Dyspnea(, Chronic Cough(,  Hypoxemia(,  Wheezing(,  Cyanosis(, Orthopnea(
Please perform the following diagnostic study to determine and/or document my patient’s eligibility for Home Oxygen, per Medicare guidelines.

___X___Respiratory Evaluation (Includes oximetry at rest, exertion on and off oxygen if needed, overnight and
               initial spirometry pre/post evaluation.
              If patient on CPAP or BiPAP: Normal test on CPAP/BiPAP without oxygen for eligibility
  OR circle one:   (without CPAP/BiPAP) or RAD (Respiratory Assist Device)                
Physician’s Signature_____________________________________________Date_______________________
INSTRUCTIONS

1. COMPLETE ORDER FORM:  Must Have the following:
a. Pt contact information and insurance.
b. Your name, phone and fax numbers. If you want a report      faxed to you.

c. Pt’s physician information NPI , phone and fax.

d. Diagnosis:   Respiratory if possible.

e. Symptoms:   Need at least one marked.
2. Physician’s Signature.  Without we can not contact patient.
3. FAX ORDER FORM TO US.
4. CONTACT PATIENT LET THEM KNOW WE WILL BE CALLING THEM AND WHY!!   This step will speed up our turnaround with the testing. 


