
Confidential Information Healthcare information is personal and sensitive information related to a Member’s health care. It is being faxed to 
you after appropriate authorization from the Member or under circumstances that do not require Member authorization. You, the recipient, are obligated 
to maintain it in a safe, secure and confidential manner. Re-disclosure without additional Member consent or as permitted by law is prohibited. 
Unauthorized re-disclosure or failure to maintain confidentiality could subject you to penalties described in federal and state law. WARNING: This 
message is intended for the use of the person or entity to which it is addressed and may contain information that is privileged and confidential. If the 
reader of this message is not the intended recipient, or the employee or agent responsible to deliver it to the intended recipient, you are hereby notified 
that any dissemination, distribution or copying of this information is STRICTLY PROHIBITED. If you have received this information in error, please notify us 
at 1-207-992-2660 immediately and destroy the related message. 

       Supplies Only Order Request 
41 Acme Rd. Suite 6  Brewer, Maine 04412 
Phone: 207-992-2660   Fax: 207-992-2661   

 
 
PATIENT NAME: _________________________________________________ DATE OF BIRTH: _______/__________/_______ 
 
DIAGNOSIS: OBSTRUCTIVE SLEEP APNEA                        LENGTH OF NEED:    99  # MONTHS (99=LIFETIME) 
 
MAILING ADDRESS: ___________________________________ CITY/TOWN__________________________ ZIP: ___________ 
 
PHONE:________________________  WORK: _____________________  CELL:____________________ 
 
PRIMARY INSURANCE CARRIER: ________________________ ID# _________________________  GR# ___________________ 
 
SECONDARY INSURANCE CARRIER: _____ ________________ ID# _________________________ GR# ___________________ 

 
INTERFACE 

 EVALUATE  VARIOUS  MASK OPTIONS  FOR OPTIMAL COMPLIANCE 

 CUSHIONS, TUBING, CHIN STRAPS, WATER CHAMBERS  AND FILTERS AS NEEDED 

  HEATED HUMIDIFIER            
 

COMPLIANCE REPORT FREQUENCY 
REPORTS GENERATED IF THE DEVICE HAS COMPLIANCE DATA CAPABILITY 

 
  2 WEEKS     30 DAYS      60 DAYS       90 DAYS         OTHER_______  Pulse Oximetry w/PAP device   

_________________________________________________________________________________________________ 
 

 
 PHYSICIAN SIGNATURE:  ________________________________DATE: __________________ 

(PLEASE DO NOT USE SIGNATURE AND/OR DATE STAMPS) 
 

 (SLEEP WELL INTER-OFFICE USE ONLY)  

EQUIPMENT INFORMATION REQUIRED FROM MEDICARE RECIPIENTS 
MEDICARE REQUIRES WE SUPPLY THEM WITH THE FOLLOWING INFORMATION FROM THE EQUIPMENT WHEN YOU ARE A SUPPLY ONLY CUSTOMER 

 

MANUFACTURER:  _________________ MODEL OF DEVICE: ___________________ SERIAL NUMBER: ________________ 

 

DEVICE HOURS: __________________   DATE WHEN FIRST STARTED ON THERAPY:_______________________ 

 

DATE WHEN LAST NEW SUPPLIES WERE RECEIVED: _______________________   

IF AVAILABLE, BRING YOUR MOST RECENT CPAP/BI-LEVEL MEDICARE EOB (EXPLANATION OF BENEFITS) STATEMENT 


