Group 1 Support Standard Written Order
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Patient Name: Phone #:
Address:
Ins ID#: Patient DOB: Sex: 1 Male [0 Female

Refer to Group 1 Support coverage criteria sheets for all required documentation.

GROUP 1 SUPPORT SURFACE:

Date of Last Visit:

Diagnosis and Code:

Length of Need (# of months) 1-99 (99=lifetime) Patient Height: in. Weight: lbs.

0] Alternating Pressure Pad System (E0181)
L] Gel Pressure Overlay (E0185)

Provider Certification:

I, the patient’s treating provider, certify the medical necessity of these items for this patient and maintain medical
records reflecting the medical justification and care provided.

Provider’s Signature: Date: NPIL:

Providers Name: Telephone:

6.18.26


mailto:Orders@MyTritonSupply.com

	Patient Name: 
	Phone: 
	Address: 
	Ins ID: 
	Patient DOB: 
	Date of Last Visit: 
	Diagnosis and Code: 
	Length of Need  of months: 
	199 99lifetime Patient Height: 
	in Weight: 
	Date: 
	NPI: 
	Providers Name: 
	Telephone: 
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off


