
PRESCRIPTION FORM (FL) 
The inCourage™ System Yellow: PMS 124 / 0c - 28m - 100y - 6k / 238r - 178g - 17b
RespirTech Dark Blue: Pantone Reflex Blue / 100c - 73m - 0y - 2k / 0r - 84g - 164b
The inCourage™ System Gray: Pantone Cool Gray 9 / 0c - 0m - 0y - 51k / 145r - 147g - 150b

RespirTech Light Blue: PMS 2915 / 59c - 7m - 0y - 0k / 84r - 188g - 235b
RespirTech Dark Blue: Pantone Reflex Blue / 100c - 73m - 0y - 2k / 0r - 84g - 164b
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Please include patient demographic/face sheet and 
FAX all documents to Customer Care at 651-379-8998

Patient Name _____________________________________Date of Birth __________________ Gender ____________
Primary Contact ___________________________________________________________________________________
Address ________________________________________ City/State/Zip _____________________________________
Phone _____________________________________Alternate Phone(s) _____________________________________
Primary Insurance Co __________________________________ Phone _____________________________________
Policy Number ____________________________________________________________________________________
Secondary Insurance Co ________________________________ Phone _____________________________________
Policy Number ____________________________________________________________________________________
Pulmonary Diagnosis _______________________________________________________________________________
Secondary Diagnosis _______________________________________________________________________________

HEALTH CARE FACILITY INFORMATION

Name of Health Care Facility _________________________________________________________________________
Address ________________________________________ City/State/Zip _____________________________________
Health Care Team Contact Name(s) ___________________________________________________________________
Phone ________________________________________________ FAX _____________________________________

PRESCRIPTION /
SIZING FORM

PATIENT INFORMATION 

Patient Name Gender 
(M/F) 

Primary Contact 
Address 

City, ST  Zip 

Phone H W

Email Address Date of Birth 

Insurance Co. Ph. 

Policy Number 

Pulmonary Diagnosis 

Primary Care Physician 

Please fill in measurements (per diagram) and height & weight. (Measurement 3 is required.)

1 2 3 4 5 6 Height Weight
                                                

HEALTH CARE FACILITY / CLINIC INFORMATION 

Clinic / Facility Physician 

Address 

City, ST  Zip 

Phone 

PRESCRIPTION 

Prescriber’s Signature Date 

Prescriber’s Name (Print)

The inCourage™ System 
High Frequency Chest 
Compression Device

Prescriber’s UPIN

Prescribed Therapy

Quick Start – Pre-programmed Ramping Session Custom 

Treatments Per Day:   Treatments Per Day: 

 Minutes Per Treatment:  Minutes Per Treatment: 

Frequencies:  Frequencies: 

Pressure:  Pressure: 

Please include patient demographic sheet and fax documents to Customer Care at 651-379-8998
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30

6 Hz - 15 Hz

Ph. 

3. Largest circumference
below arm pits

Information contained on this form is legally privileged and confidential information intended only for the use of the individual(s) named above.  If 
the reader of this message is not the intended recipient, you are hereby notified that any dissemination, distribution, or copy of this form is strictly 
prohibited.  These materials are considered Medical Records, these records are Privileged and Confidential and may be released only upon 
written permission of the patient.  Thank you for your cooperation.

2

60%

PRESCRIPTION

Physician Signature ___________________________________________________

Physician Name (Please print) __________________________________________

Physician NPI _________________________________Date __________________

the InCourage™ System
High Frequency Chest
Compression Device

PRESCRIBED THERAPY (Please check appropriate therapy)

 QUICK START PROGRAM 
 (Default therapy if no box is checked)    
 Treatments Per Day: 2
 Minutes Per Treatment: 30
 Frequencies:   6Hz - 15Hz
 Pressure:   60%

 CUSTOM 
 (Please complete below)
 Treatments Per Day:  ______
 Minutes Per Treatment:  ______
 Frequencies:    ______ 
 Pressure:    ______

 30 DAY EVALUATION (See reverse for description)

 inCourage™ System Jacket Size (Largest chest circumference)      Inches:______ 

CONFIDENTIAL OR PRIVILEGED: This transmission contains information intended only for the use of the individuals to whom it is addressed and may 
contain information that is privileged, confidential or exempt from other disclosure under applicable law.  If you are not the intended recipient, you are 
notified that any disclosure, printing, copying, distribution or use of the contents is prohibited.  If you have received this in error, please notify the sender 
immediately by telephone 800-793-1261 or by returning it via fax to 651-379-8998 and then permanently destroying the documents.  
Disclaimer:  Affiliate - Cystic Fibrosis Pharmacy, Inc. • 3901 East Colonial Drive • Suite D • Orlando, FL  32803 • Main 407-898-4427 • Fax 407-898-2903, 
will be used with select insurance programs.



PRESCRIPTION DESCRIPTIONS

STANDARD
The inCourage™ Airway Clearance System will ship immediately when arrangements 
have been made with the patient.  Some payers have stated that they will not pay, or will 
pay less, if we ship prior to their authorization.  In this case, we will make the delivery 
arrangement in accordance with the patient’s preference and the payer’s regulation.

30-DAY EVALUATION
This program allows the patient and the physician to assess the effectiveness of the 
treatment for a 30-day period.  When we receive an evaluation prescription with a 
diagnosis of Cystic Fibrosis or Bronchiectasis, we will ship the device once arrangements 
have been made with the patient and insurance has been verified.*  The reimbursement 
process will begin when the physician and patient have approved the inCourage™ 
Airway Clearance System for long-term use, upon completion of the evaluation.  If, at the 
end of the evaluation period, the treatment is not right for the patient, the inCourage™ 
Airway Clearance System may be returned without any cost obligation.

*Some insurance programs may require prior authorization before dispensing the 
device.  Diagnoses other than Cystic Fibrosis and Bronchiectasis will be reviewed 
individually to determine if a prior authorization is required prior to shipping the device.

If you have any questions regarding ordering the inCourage™ Airway Clearance 
System, please call our Customer Care Department at:  1-800-793-1261

Please fax the front of this form to:
651-379-8998
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