
   2436 S. I 35E, #346  Denton TX  76205   (940)380-0455  (940)382-3026 Fax  

DETAILED WRITTEN ORDER 

Patient:_______________________________________________DOB:___________________Date:_________________ 

Address: _________________________________________________________________Phone:____________________ 

Estimated LON: 99 Months (Lifetime)  or Other______________    Height:_________________Weight:_______________ 

WHEELCHAIRS 

K0001 Standard Wheelchair  Weight: 0 lbs – 239 lbs  Height: over 5’2” 

  E2210 Extra Seat Width If 20” chair or larger is needed for K0001. 

  E0971 Anti-tippers  E0951 Heel Loops 

   

K0002 Hemi Height Wheelchair Weight: 0 lbs – 239 lbs  Height: 5’2” or under 

  E2210 Extra Seat Width If 20” chair or larger is needed for K0002. 

  E0971 Anti-tippers  E0951 Heel Loops 

   

K0003 Lightweight Wheelchair  Weight: 0 lbs – 239 lbs  Height: over 5’2” 

  *Must have notes stating why the patient is unable to propel self in a standard wheelchair. 

  E2210 Extra Seat Width If 20” chair or larger is needed for K0003. 

  E0971 Anti-tippers  E0951 Heel Loops 

   

K0006 Heavy Duty Wheelchair  Weight: 240 lbs – 286 lbs Height: over 5’2” 

  E0971 Anti-tippers  E0951 Heel Loops 

   

K0007 Heavy Duty Wheelchair  Weight: over 287 lbs  Height: over 5’2” 

E0971 Anti-tippers  E0951 Heel Loops 

 

E1038 Transport Chair   Weight: 0 lbs – 239 lbs  Height: over 5’2” 

  *Must have notes stating why the patient is unable to propel themselves in a wheelchair. 
 

Other:_______________________________________________________________________________________________________  

    
WHEELCHAIR CUSHIONS 

E2601 General Use Seat Cushion  For wheelchair widths less than 22” 

E2602 General Use Seat Cushion  For wheelchair widths 22” or more 

E2611 General Use Seat Back Cushion  For wheelchair widths less than 22” 

E2612 General Use Seat Back Cushion  For wheelchair widths 22” or more 

*All other wheelchair cushions require a separate wheelchair cushion form. 

 

PHYSICIAN INFORMATION:       

Name:__________________________________________  NPI:__________________________  Phone: _______________________ 

Address: _____________________________________________________________________ Fax:____________________________ 

 

Physician Signature: _____________________________________________________  Date: ________________________________ 

PATIENT DIAGNOSIS (ICD-10) – AT LEAST ONE MUST BE CHECKED 

I50.20 CHF Systolic Failure J44.9 COPD  M62.81 Muscle WeaknessR26.2 Difficulty Walking     

Z96.651 Presence of RIGHT artificial knee joint    Z96.652 Presence of LEFT artificial knee joint 

G89.4 Chronic PainOther__________________ Other________________  Other________________ 

 

 

 

 

 

 

 

 

 


