Afflovest:

Prescription:
e Patient’s name

e DOB

o Afflovest E0483

e Frequency of use
e MD name printed
e MD signature

e MD signature Date
e MD NPI

F2F notes: Must document patient’s diagnosis along with daily productive cough for at least 6 months or
frequent exacerbations along with alternative treatments that were tried and failed.

IF patient has bronchiectasis, we will need a CT scan to confirm this. Please see Checklist below:

Medicare Checklist for AffloVest

(High Frequency Chest Wall Oscillation)

MEDICAL RECORD WRITTEN ORDER

See Reverse for Order Form

W Reason(s) for ordering AffloVest, such as: FAX 1 781- 987- 8206

Reliable
RESPIRATORY

roductive (mucus)
for at least 6
uous months

C es U uiInng
M Diagnosis

. Cuerie freee Medicare approved diagnoses for
@ Y e AffloVest or HFCWO equipment
* MD LA
C

CYSTIC FIBROSIS, UNSPECIFIED

CYSTIC FIBROSIS WITH
PULMONARY MANIFESTATIONS

BRONCHIECTASIS WITH ACUTE
LOWER RESPIRATORY INFECTION

BRONCHIECTASIS WITH (ACUTE) EXACERBATION Jaz
CONGENITAL BRONCHIECTASIS Q334
BRONCHIECTASIS, UNCOMPLICATED

NEUROMUSCULAR DISEASES

POST-POLIO SYNDROME G14

GLYCOGEN STORAGE DISEASE
DUE TO ACID MALTASE DEFICIENCY

SPINAL MUSCULAR ATROPHY, UNSPECIFIED
MULTIPLE SCLEROSIS

ve umented in pat hart note el
M Treatment plan QUADRIPLEGIA, UNSPECIFIED G82.50

MUSCULAR DYSTROPHY G71.(
. endation for Afflovest or HFCWO L
OTHER SPECIFIED MYOTONIC DISORDERS 371.19
M Practitioner signature MYOPATHY, UNSPECIFIED )
AMYOTROPHIC LATERAL SCLEROSIS G12.21
* Signature must be legible or verified by signature log DISORDERS OF DIAPHRAGM J98.6

* Medical records must be dated within 12 months prior to order.



