	PRODUCT CATEGORY 
	# OF WOUNDS

Modifier  A#
	PRODUCTS DISPENSED 
	SIZE
	AMOUNT DISPENSED 
	FREQUENCY OF DRESSING CHANGE

	Alginates

A6196, A6197, A6199
	
	Silvercel

Silvercel rope


	16sq in > =

16sq in < =
6 /  12  inch
	14             20
15

30              60
	qd    q2d    

q3d  q5d   q7

	Collagens

A6021, A6010, A6011
	
	Prisma

Cellerate powder  

Cellerate gel
	16sq in > =

16sq in < =

Powder 1gm
Gel 1 gm
	14         42
15          20     28    56
30           60
_____
	qd    q2d    

q3d  q5d   q7

	Foams

A6212 , A6210
	
	Polymem  w/Ag

Hydrofera blue
	16sq in > =

16sq in < =
	7               24
12              10           
	qd    q2d    

q3d  q5d   q7

	Hydrocolloid

A6234
	
	Primacol Thin


	16sq in > =

16sq in < =


	7            24
12            10
	qd    q2d    

q3d  q5d   q7

	Hydrogels

A6231
	
	Amerigel gauze

	16sq in > =

16sq in < =
	____ gauze pads 
	qd    q2d    

q3d  q5d   q7

	Impregnated Gauze A6266
	
	Bioguard AMD conforming gauze
	4.1” x 4 yds
	_______ units (number of rolls dispensed x 4)
	qd    q2d    

q3d  q5d   q7

	
	
	
	
	
	

	
	
	
	
	
	


Patient name______________________   Date___________ Address___________________________________
As described in the progress note, the wound(s) are full thickness and were debrided. Pt confirms that they are not already on Hospice or Home health care services, and if so, they agree to be responsible for the entire cost of the products.The physician’s progress note documents the medical necessity to dispense these wound care supplies consistent with the size, depth, and drainage noted. Complete instructions to perform dressing changes were provided to patient and/or caregiver. Pt. was advised that they may either rent or purchase inexpensive durable medical equipment elsewhere. All products dispensed were sterile: 

 Physican name, NPI and address:__________________________________________________________________
-----------------------------------------------------------------------------------------------------------------------------------------------
I understand and agree that Medicare, Medicaid or my private health insurance may be billed for this product(s) which are new and not of substandard quality, and that  I may be responsible for all or a portion of the charge not covered by insurance. I have received a copy of and understand the DMEPOS Supplier Standards, complaint resolution policy, and proper use and care of these products. I acknowledge that there is no guarantee that the use of this product may help my condition, and I agree to use it as prescribed and explained in detail. I will have my feet and legs checked for any problems possibly related to the use of these supplies and will call if I encounter any problems or have any questions. 
Patient/Caregiver/Guardian Signature ____________________________________Date__________________ 
Columbus Podiatry & Surgery Inc. --WOUND DRESSING DISPENSING NOTE AND PATIENT ACKNOWLEDGEMENT RECEIPT    








