
Rx for Clavicle Support L3650

Patient’s Name: ___________________________  HIC#: ___________________

Address:      ___________________________       DOB:  ___________________
     ___________________________
     ___________________________ Insurance Name: _______________________

Insurance Phone: _______________________
Phone:      ___________________________

Patient’s Chest size: _______________ inches

This patient would benefit with the Clavicle Support L3650 because of the 
following conditions:

ICD-9 Code(s): ____________, _____________, _____________, _____________

Comments: _____________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

Physician’s Signature: ________________________________ Date signed: ____/____/_____

Physician Name: _________________________________   NPI: ______________________

Address:        ______________________________________________________________
       ______________________________________________________________

Physician Phone: ________________________  Fax: ___________________________


