
Mask Interface  HCPCS Qty/Freq

Full Face Masks  A7030 1 per 3 months*

  F20 – AirFit™  or AirTouch™   F20 for Her – AirFit™  or AirTouch™

  AirFit™ F20  AirFit™ F20 for Her

  AirTouch™ F20  AirTouch™ F20 for Her

  AirFit™ F10  AirFit™ F10 for Her

  Quattro™ Air  Quattro™ Air for Her

  Mirage Quattro™   Other __________________________

Nasal Masks  A7034 1 per 3 months*

 AirFit™ N20  AirFit™ N20 for Her 

 AirFit™ N10  AirFit™ N10 for Her 

 Mirage™ FX  Mirage™ FX for Her 

 Other _______________________

Nasal Pillows Masks  A7034 1 per 3 months*

 AirFit™ P10  AirFit™ P10 for Her 

 Swift™ FX  Swift™ FX for Her 

 Other _______________________

Statement of medical necessity: The above patient has undergone diagnostic evaluation. This evaluation has confirmed a positive diagnosis of sleep apnea. Positive airway pressure 

therapy is medically necessary and provides effective treatment of this disorder.

DO NOT SUBSTITUTE

*As required, consistent with insurer replacement requirements.

Distributed by ResMed Corp, 9001 Spectrum Center Boulevard, San Diego, CA 92123 USA +1 858 836 5000 or 1 800 424 0737 (toll free). See ResMed.com for other ResMed locations worldwide. AirFit, AirSense, AirTouch, AutoSet, EPR, Mirage,

Mirage Quattro, Quattro, SlimLine and Swift are trademarks and/or registered trademarks of the ResMed family of companies. Specifications may change without notice. © 2017 ResMed. 1012616/21 2017-09

Therapy Accessories  HCPCS Qty/Freq

 Wireless monitoring  A9279

 ClimateLineAir™ heated tubing  A4604 1 per 3 months* 

 ClimateLineAir™ Oxy heated tubing  A4604 1 per 3 months* 

 SlimLine™ tubing  A7037 1 per 3 months* 

 Standard tubing  A7037 1 per 3 months* 

 Humidifier tub, disposable  A7046 1 per 6 months* 

 Humidifier tub, cleanable  A7046 1 per 6 months* 

 Filter, disposable  A7038 2 per month* 

 Nasal cushions  A7032 2 per month*

 Pillow cushions  A7033 2 per month*

 Full face cushions  A7031 1 per month*

 Headgear  A7035 1 per 6 months*

 Chin strap  A7036 1 per 6 months*

Attach 

1) Copy of sleep test.

2) Copy of medical record from initial face-to-face prior to sleep test.

Medicare and commercial payors will not authorize service without supporting documentation. 

Physician signature Signature date

NPI#:      Physician name: 

Notes

APAP Therapy  E0601 + E0562 + A9279 + A4604

 AirSense™ 10 AutoSet™ with heated humidification and heated tubing

 AutoSet mode DEFAULTS

 Default mode settings 

Min. pressure:______cm H
2
O (4–20 cm H

2
O) 4 

Max. pressure:______cm H
2
O (4–20 cm H

2
O) 20 

Ramp time:______min(s) (Auto, OFF–45 min.) 

 EPR™:        1        2        3

Response comfort feature:        Standard        Soft

 AirSense 10 AutoSet for Her with heated humidification and heated tubing

 AutoSet for Her mode DEFAULTS

 Default mode settings 

Min. pressure:______cm H
2
O (4–20 cm H

2
O) 4 

Max. pressure:______cm H
2
O (4–20 cm H

2
O) 20 

Ramp time:______min(s) (Auto, OFF–45 min.) 

EPR:        1        2        3 

Response comfort feature:        Standard        Soft

APAP therapy

Patient name:   DOB: 

Address:  

City:   State:   Zip: 

Phone:   Email: 

Insurance name: 

Insurance number: 

Date seen prior to sleep test: 

Diagnosis test date:     

Diagnosis:     OSA: ICD-9 327.23 / ICD-10 G47.33

  Primary CSA: ICD-9 327.21 / ICD-10 G47.31     Other: 

  Nonobstructive alveolar hypoventilation: ICD-9 327.24 / ICD-10 G47.34   

Prescription start date: 

Duration of need:     99 months     Other:  

Equipment and provider: 

Phone:  Fax:  

Maryland Office
4404 Fitch Avenue

Baltimore, Maryland 21236
phone 410-665-0107
or 1-800-628-2798
fax 410-665-0875

Delaware Office
118 Park Avenue, Building #1A

Seaford, Delaware 21236
phone 302-629-0202
or 1-800-564-0633
fax 302-629-9382


