Barnes Healthcare Services Fax Form & Face Sheet To: 1-866-548-0705
We Take Care of People ™ For Information Call: 1-800-422-5059

www.barneshc.com
Sved /Svedman NPWT Order Form

Section A - Referral Information

Form completed by: Title: Facility Name:
Phone #: Fax #: Referral Date:

Section B - Patient Information

Patient Name: (last) (first) (mi)
Address: (city) (state) (zip)
Phone #: SS#: Date of birth:

Delivery Address: (city) (state) (zip)
Delivery Phone #: Ht: Wit: Language:

Section C - Physician's Order and Prescription Information

MUST BE COMPLETED BY PHYSICIAN’S OFFICE

| prescribe Negative Pressure Wound Therapy for months beginning on (date)
for the following diagnosis (ICD-9 code or narrative)

O 70mmHg O 120mmHg O 150 mmHg O Continuous O Intermittent

This includes up to 15 Therapy Dressings per month and up to 10 Therapy Canisters per month.

By my signature | attest that a complete wound therapy program has been tried or considered and ruled out prior to application of
negative pressure wound therapy.

Physician Signature: Date:

Section D - Referring Physician

Name:

Address: (city) (state) (zip)
Phone #: Fax #: UPIN/NPI #:

Will this physician continue to follow patient in home setting? Yes O No O If no:

Section E - Expected Outcome

[0 Assist granulation tissue formation [ Flap O Graft [ Delayed primary closure

Section F - Patient Care Information

Where will NPWT be used: O Nursing Facility OLTAC [ORehab O Private Residence [ Other
If facility, Name of Facility:

Organization providing patient’s dressing changes:

Address: (city) (state) (zip)
Phone #: Fax #:
Contact Name: Contact Phone #:

Dressing Types Requested:

O Black Foam Dressing Kit:
O Small (10cm x 8cm x 3cm) OO Medium (20cm x 12.5¢cm x 3cm) O Large (25cm x 15cm x 3cm) O Extra Large (58.5X33.3cm)
O Y Connectors O Drape Only O Speed Connect Tubing O White Foam
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Section G - Additional Information By Wound Type (REQUIRED)

oo

Pressure Ulcer - Stage IV
Patient appropriately turned and positioned?
Yes O No O

trunk or pelvis?

Support surface (Group 2 or 3) in use for wound(s) on
Yes O No O N/AO
Moisture/Incontinence Managed? Yes O No O N/AO

O Arterial Ulcers O Traumatic
Pressure over wound relieved? Yes O NoO N/AO Orthopedic OO Soft Tissue/Open Wound O
Traumatic Amputation [
O Venous Stasis Ulcer O Diabetic or Neuropathic Ulcer
Compression bandages/garments consistently applied? Foot ulcer pressure reduced with appropriate modalities?
Yes O No O Yes O NoO N/AO
Leg elevation/ambulation encouraged?
Yes O No O
Pressure Ulcer - Stage Il O Surgical

Surgical (non-dehisced) O
Flap (post-op) OO
Necrotizing Fasciitis O

Dehisced (disrupted) O
Graft (post-op) O

Is there documentation of the medical necessity for
accelerated formation of granulation tissue which is not
achievable with other topical wound treatments?

Yes O No O

Section H - Exclusions From Coverage

Is there presence in the wound of necrotic tissue with eschar if debridement not attempted?
Does the patient have untreated osteomyelitis within the vicinity of the wound?

Is there cancer present in the wound?

Is there presence of a fistula to an organ or body cavity within the vicinity of the wound?

Section | - Wound History

Yes 0 No O N/AO
Yes O No O N/AO
Yes O No O N/AO
Yes 0 No O N/AO

Was NPWT initiated in an inpatient facility or was patient on NPWT at anytime in the last 60 days?

Yes OO No O N/AO

If YES, what was the Initial Date?

Is the patient’s nutritional status compromised? Yes O No O N/AO

If YES, check action taken:

TPN O Enteral Feeding O Protein Supplements [0 Other O

Therapies utilized to maintain a moist wound environment: Saline/Gauze [0 Hydrogel [0 Alginate 0 Mepitel 0 Other:

Is the patient on a comprehensive diabetic management program?

Is the patient’s wound the result of an accident?

Yes [0 No O

Yes O No O N/AO

If YES, date of accident:

Section J - Wound Measurements (Initial Measurements) This section may not be filled out by supplier

Wound #1 Type: Wound Age:

Location:

Are Serial Debridements Required? Yes O No [ Debridement Date:

L: cm W: cm D: cm Measurement Date:

Sinus/Tunnel #1: cm @ o’clock Undermining #1: cm @ to o’clock
Sinus/Tunnel #2: cm @ o’clock Undermining #2: cm @ to o’clock
Exudate: None Min Mod Heavy Wound Bed: Red% Yellow% Black% (total 100%)
Wound #2 Type: Wound Age: Location:

Are Serial Debridements Required? Yes O No [ Debridement Date:

L: cm W: cm D: cm Measurement Date:

Sinus/Tunnel #1: cm @ o’clock Undermining #1: cn@___to o’clock
Sinus/Tunnel #2: cm @ o’clock Undermining #2: cm @ to o’clock
Exudate: None Min Mod Heavy Wound Bed: Red% Yellow% Black% (total 100%)
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