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HEALTH CARE MEDICAL
Infusion Specialties





Patient Name:  ____________________________________ Date of Birth:  ______________________________________

Address:               __________________________________ City:  _____________ State:  _______  Zip:______________

Telephone #:  __________ Caregiver:  ____________________________________________________________________ 

Primary INS & Policy #: _____         ______________________________________________________________________

Policy Holder:  __________________________ Policy Holder DOB:  __________ Social Security #:  ________________

Secondary INS & Policy #:  _____________________________________________________________________________

Policy Holder:  __________________________ Policy Holder DOB:  __________ Social Security #:  ________________


Mastectomy Products for Post Breast Surgery.  Please check ALL that apply:
	          
	Mastectomy Bra – L8000  (Quantity: 2 every 3 months)

	
	External Breast Prosthesis Garment w/Mastectomy Form, Post Mastectomy (Post Surgical Garment) – L8015

	
	Breast Prosthesis, Mastectomy Form (Post Surgery or Leisure) – L8020 (Quantity: 1 every 6 months)

	
	Breast Prosthesis, Silicone or Equal – L8030 (Quantity: 1 every 2 years)

	
	


	ICD-10 Codes.  Please check ALL that apply:

	X
	Z90.10 – Acquired Absence of Breast

	
	C50.019 – Malignant Neoplasm of Nipple & Areola of Female Breast

	
	C50.119 – Malignant Neoplasm of Central Portion of Female Breast

	                  
	C50.219 – Malignant Neoplasm of Upper-Inner Quadrant of Female Breast

	
	C50.319 – Malignant Neoplasm of Lower-Inner Quadrant of Female Breast

	
	C50.419 – Malignant Neoplasm of Upper-Outer Quadrant of Female Breast

	
	C50.519 – Malignant Neoplasm of Lower-Outer Quadrant of Female Breast

	
	C50.619 – Malignant Neoplasm of Axillary Tail of Female Breast

	
	C50.819 – Malignant Neoplasm of Other Specified Sites of Female Breast

	
	D05.90 – Carcinoma in Situ of Breast

	
	Mastectomy – Specify side:    (  Left     (  Right     (  Both

	
	Lumpectomy – Specify side:  (  Left     (  Right     (  Both

	
	Length of Need = Lifetime


	Physician Name: 
	​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​
	NPI#
	

	Address:
	

	City:
	
	State: 
	
	Zip: 
	

	Phone:
	
	Fax:
	


I certify that all the preceding checked statements are true. 

Physician Signature: _______________________________________________ Date: __________________​​​​
Ridgeland Office		Columbus Office


Phone:  (601) 420-0064	Phone:  (662) 329-5001


Fax:  (601) 420-0223		Fax:  (662) 244-5489








