
**Please attach face sheet w/ patient demographics & insurance info**

Length of Need: __________ months  

I certify that the above products are medically necessary and that the information provided is accurate to the best of my knowledge. By signing below, I acknowledge that I have obtained 
the patient’s authorization to release the above information and other medical information that may be disclosed. I certify that my decision to prescribe this recommended product was solely 
based on my determination of medical necessity set forth herein. This document may serve as a confirmation of a verbal order and is also recorded in the patient’s record.

ICD-10 Code ICD-10 Code

Order : _____

I request that payment of my insurance benefits be made to CHC Solutions, Inc., or any of its subsidiaries, for any supplies or services they provide me. I am responsible for 
any balance due that is not covered by my insurance. I understand any product received in my home cannot be returned if opened. By signing below, I authorize the distribution of my information to 
CHC Solutions, Inc., or any of its subsidiaries, which may be needed to determine benefits payable for these services or supplies. I authorize CHC Solutions Inc., or any of its subsidiaries, to forward 
my medical records to the medical professionals in my care and/or make copies of said records. 
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 ORDER FORM
connect c c o t on co

1 Attach a face 
sheet w/ complete 

demographics.
2 Provide a specific ICD-10 code - 

a non-specific code is not valid 
for a primary diagnosis.

3 If portable nebulizer is chosen, 
a letter of medical necessity is 

required to be sent as well.

5 Indicate the length 
of need. 

6 Physician must sign, 
date and add NPI number.

6 Important Steps for 
completing a Nebulizer order form

4 List medications or 
attach them to this order.

Phone:  1.888.248.1975
Fax:       1.888.248.2026
Email:   connect@chcsolutions.com


