
 

CONFIDENTIAL  900026-000 Rev B 08/10 
 

Medicare Patient Referral Prescription 
and Certificate of Medical Necessity 

                                                                                                                          
Please complete and fax directly to RespirTech at 1-651-379-8998.  Questions?  Call 1-800-793-1261. 
 

Patient Name: ______________________________________________ Phone: ___________________________ 
 
Patient Address: ______________________________________________________________________________ 
 
Date of Birth: ______________ Medicare ID #: ___________________________________ Gender: ___________ 
 
Diagnosis:     Bronchiectasis    Neuromotor/Neuromuscular      Cystic Fibrosis  Dx Code:______________ 
 

Please document medical necessity for patients with Medicare coverage:  
 

I. Have alternative airway clearance methods been tried and failed as ineffective or inappropriate? 
  Yes   No  
 

II. Failed Airway Clearance Methods (Check all that apply – REQUIRED):
 ___CPT    ___PEP     ___Other:_________________ 
 ___Flutter/Acapella  ___IPV    
 

III. Reasons for Failure (Check all that apply – REQUIRED): 
 ___No Caregiver Available  ___Can Not Tolerate Positioning ___Lack of Portability 
 ___Too Fragile for Percussion ___Health Issues with Caregiver  ___GERD 
 ___Poor Secretion Mobilization ___Insufficient Expiratory Force  ___Other:_________________ 
 

For Bronchiectasis diagnosis only: 
I. Has diagnosis been confirmed by chest CT scan?  (Required by Medicare, please send report) 
  Yes   No 
 

II. Daily productive cough for at least 6 continuous months. 
  Yes   No 
 

III. Frequent (more than 2) annual exacerbations requiring antibiotic therapy. 
  Yes   No 
 

Prescribing Physician Comments__________________________________________________________________ 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 

_________________________________________________________ 
Rx 
I certify the accuracy of this Rx for the InCourage™ Airway Clearance System: 

  Lifetime Rx    30-Day Evaluation (See reverse for description)                 Jacket Size_____________ 

Prescriber Signature: _______________________________Date_____________                          PROTOCOL 

Prescriber Name: _____________________________________                                        Standard                   Custom 

Prescriber  NPI: _______________________________________      Tx/day                     ___2___                    _______ 

Address: ____________________________________________       Min/Treatment      __ 30

Phone: ______________________________________________      Frequencies           

___                   _______ 

6Hz-15Hz

Institution: __________________________________________        Pressure                 __

                   _______ 

60%
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. 

__                    _______  



 

 

30-DAY EVALUATION 
This program allows the patient and the physician to assess the effectiveness of the treatment for a 30-

day period.  When an evaluation prescription is received, the device will ship 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. 

 

*Evaluation prescriptions received with a diagnosis other than those specifically included in Medicare’s 

coverage criteria will be reviewed individually to determine what documentation 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 RespirTech: 

651-379-8998 
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