DETAILED WRITTEN ORDER

	CERTIFICATION DATE ______ / ______ / _________



	PATIENT NAME, ADDRESS, TELEPHONE and HIC NUMBER

(________)________ - __________

HIC___________________________________________
	SUPPLIER NAME, ADDRESS, TELEPHONE, FEDERAL and ID NUMBERS

     Alabama Wheelchair Specialists, Inc.

     410  10th Avenue South, Suite B

     Birmingham,  AL  35205

     205-322-3250
FEDERAL TAX ID   63-1278201

NPI NUMBER   1316942808

	PLACE OF SERVICE _________
	PATIENT DOB ______ / ______ / _________       HEIGHT ________  WEIGHT ________

              mm       dd        ccyy                 inches           pounds

	ESTIMATED LENGTH OF NEED

     (# OF MONTHS 1-99) __________ 99=LIFETIME
	DIAGNOSIS (ICD-9)

__________  __________  __________  __________  _________

	NARRATIVE DESCRIPTION



	HCPCS CODE    EQUIPMENT DESCRIPTION                                       SUPPLIER’S CHARGE      FEE SCHEDULE

  □CHECK HERE IF ADDITIONAL ITEMS ARE LISTED ON ATTACHED PAGE(S)


	PHYSICIAN ATTESTATION, SIGNATURE and DATE


	PHYSICIAN’S NAME, ADDRESS and TELEPHONE

(________)________ - __________
	UPIN NUMBER _______________________________

NPI NUMBER _______________________________



	I CERTIFY THAT I AM THE PHYSICIAN IDENTIFIED ABOVE.  I HAVE RECEIVED THIS DETAILED WRITTEN ORDER INCLUDING A FULL NARRATIVE DESCRIPTION WITH HCPCS CODE AND PRICING.  I CERTIFY THAT THE DIAGNOSIS INFORMATION SHOWN ABOVE IS TO THE BEST OF MY KNOWLEDGE TRUE AND ACCURATE AND JUSTIFIES THE MEDICAL NECESSITY OF THE ITEMS SHOWN. 

PHYSICIAN’S SIGNATURE ______________________________________________________    DATE ________________________ 


