Please forward all correspondence to:

CMN (Certificate of Medical Necessity)

Weaver Medical Supply
5908 Toole Drive | Suite E | Knoxville, TN 37919
Ph: (865) 777-6888 | Fax: (888) 606-4866 | www.weavermedical.com

2N Weaver

MEDICAL SUPPLY

&

SECTION |
Patient Name: Insurance ID#:
Address:
City State Zip
Patient Phone: DOB: SSN #:
SECTION Il - Injury/Condition/ICD10
STATEMENT OF MEDICAL NECESSITY
SECTION lIl - General Medical Equipment
| hearby certify that the following equipment is medically necessary as part of PLEASE INDICATE:
the patients treatment program. | certify that the following statements are true. LEFTQ RIGHTQ BOTHQ
U Lso U 1so U acL () oA unLoaDER | () HINGED KNEE (] cockup U spica (] cAM WALKER
L0637/L0650 L0456/L0457 L1845/K0902 L1843/K0901 L1832/L1833 WITH AIR
HIQ
LoaQ
() Lace up ANKLE | (] HINGED ANKLE | (d AFoL1932 | (L iMmoBoLizer | (L post oP kNEE | (] PosT oPELBow| (] ROLLATOR J WALKER
@ L1832/L1833 L3760 WITH WHEELS
() piaB sHoES/ | (] WHEELCHAIR U power U ympHeDEMA | (] NEBULIZER () TENS UNIT ] TENS PAD U 1eEnS
INSERTS WHEELCHAIR PUMP REFILLS GARMENTS
* Poy\{er O Leg 4 Pediatric Mask 4 Sock
Cﬁ ooty QAm 0 Adult Mask Monthly Supply |~ 7 FIO%
@ Required. 1 Arm/Chest Q Thoracic
U Knee
(] DIABETIC SUPPLY:
( OTHER PRODUCT:
SECTION 1V - Provider Information
Physician Name: NPI #:
Phone: Fax:
Address:
City State Zip

Attending Physician Signature: Date:

(Original signature ONLY—no stamps)

INSTRUCTIONS: Patient should fill out SECTION I of form. Patient’s physician fills out SEGTION Il, providing demographics and office visit
notes. Please fax this form to (888) 606-4866.



	Physician Name: 
	NPI: 
	Phone: 
	Fax: 
	Address_2: 
	Date: 


