
BlueAd
Durable Medic
Authorization 
Fax Number:  1

 
 
Member Name: ______________________________________
 
ID Number:_________________________________________
 
Address:____________________________________________
 
Diagnosis:__________________________________________
 
Prognosis:__________________________Date Last Seen:____

 
 
Attending Physician:__________________________________
 
Address:____________________________________________
 
Telephone Number:_________________________________Fa
 
 
Supplier:___________________________________________
 
Address:____________________________________________
 
Telephone Number:__________________________________F
 
Contact:_____________________________Start Date:______
 
Equipment prescribed (e-code, narrative and estimated cos
1. _________________________________________________
 
2. _________________________________________________
 
3. _________________________________________________
 
4._________________________________________________
 
Misc. Info.: 
 
 
Oxygen/Equipment 
1. Arterial blood gas results, date drawn:_________________
2. PO2 levels:_______________________________________
3. Oxygen Saturation:________________________________
4. Were pulmonary function studies done? If so, please includ
 

*Please include a copy of the Certificate of Medical Nec
physician. 
 

This facsimile contains privileged and confidential information intended only f
employer are not the intended recipient of this facsimile (or an agent responsib
unauthorized distribution or copying of this facsimile or the information contai
please immediately notify the person named above by telephone and return the
BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the Blue
H5884 BA-DME Request 9/30/2005 
 

 
THIS INFORMATION IS CONFIDENTIAL
vantage 
al Equipment 
Request Form 
-800-255-0244 

_____Group Number:_______________________ 

______Date of Birth:_______________________ 

_____________________________________________ 

______________Date Diagnosed:___________________ 

______________Date of Surgery:___________________ 

______________________________________________ 

_____________________________________________ 

x Number:_____________________________________ 

______________________________________________ 

_____________________________________________ 

ax Number:___________________________________ 

____________Duration:___________________________ 

t)                                          Special Features 
_____________________________________________ 

_____________________________________________ 

_____________________________________________ 

_____________________________________________ 

______________________________________________ 
_____________________________________________ 

______________________________________________ 
e a copy of results. _______________________________ 

essity (CMN) and prescription signed by the attending 

or use of the specific individual or entity named above. If you or your 
le for delivering it to the intended recipient), you are hereby notified that, any 
ned in it, is strictly prohibited. If you have received this facsimile in error, 
 original facsimile to the above address via the U.S. Postal Service 
Cross BlueShield Association 
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