Vest Therapy Rx Order Checklist

Fax Cover Sheet

To: RespirTech Facility Name:
Fax: 800.962.1611 Sender Name:
Date Sender Phone:

Sender Email:

Re: Prescription for Vest Therapy

# of Pages:

PLEASE INCLUDE THE FOLLOWING:

[ ] Physician Signed and Dated Prescription

[ ] Patient Demographic/Face Sheet

[] Copy of Patient’s Insurance Card(s) (if available)
[ ] Signed Patient Consent Form (if available)

[] Medical Records for the past 6 months
[1 Include other airway clearance therapies tried and/or considered (e.g., Flutter®, Acapella®, CPT)

[1 Include reason(s) other airway clearance therapies were inappropriate, contraindicated or failed

[] Also include for BRONCHIECTASIS patients:

[] Chest CT Imaging report confirming diagnosis
OR Statement in Medical Record

[ ] Documentation in medical record of daily productive cough for at least 6 continuous months
OR 3 or more exacerbations within the past year requiring antibiotic therapy

QUESTIONS? Call RespirTech at 800.793.1261

COMMENTS:

Flutter® is a registered trademark of VarioRaw Percutive S. ar.l., a subsidiary of Aptalis Pharma US, Inc. Acapella® is a registered trademark of Smiths
Medical.

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 (see

contact info at top of sheet) and then permanently destroy the documents. 900037-000 Rev D
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