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Physicians Order Form for CPAP/BiLevel Supplies 

Today’s Date: ________________________            Date of H&P: ____________________________ 

Patient Information 

Name: ______________________________            D.O.B.______________________________________ 

Address: _____________________________________________________________________________ 

City, State, Zip: ________________________________________________________________________ 

Phone:_____________________________              Email_______________________________________ 

 

Physician Information 

Name: _______________________________________________________________________________ 

Address: _____________________________________________________________________________ 

City, State, Zip: ________________________________________________________________________ 

Phone: _____________________________               Fax: _______________________________________ 

Physician’s Signature: _______________________________________Date: _______________________ 

 

CPAP: pressure_______________________             BiLevel: pressure IPAP/EPAP: __________/_________ 

APAP; min/max ______________________              ASV: EPAP _______________min/max ps__________ 

Humidification: (circle):     ClimateLine (A4604)             Heated 

Mask: Pt. Preference or ______________________________ 

Use with O2 at _________ LPM via nasal cannula __________ via PAP. Use 8 hours per night and naps. 

D/C nocturnal supplemental oxygen _______________________________________________________ 

Dx: OSA 327.23 ______________________     Hypoxia _____________________ 799.02, Other________ 

Length of need: (circle): 99 months or_______________  

 


