MEDICARE DETAILED
WRITTEN ORDER

KO0554 Receiver (Monitor), dedicated, for use with therapeutic Continuous Glucose Monitor system - 1 unit Dexcom G5 Receiver
Q K0553 — Supply allowance for therapeutic continuous glucose monitor (CGM), includes all supplies and accessories, 1 month
supply = 1 unit of service
EST. LENGTH OF NEED (# OF MONTHS): D:‘:I 1-99 (99=LIFETIME)
Patient Last Name: Patient First Name:
IEEEEEEEEEEEEE NN EEEEE
Date of Birth: Patient Address:
HEpEEREEER HEEEEEEEEEEEEEEEEN
City: State: Zip:
(It rrrrry iy B ffl]
Phone Number: Patient ID#:
HREREEECEEEE
Primary Insurance Name: Member ID:
HEEEEEEEEEEEEN HEEEEEEEEEEEE
Secondary Insurance Name: Member ID:
HEEEEEEEEEEEEN HNEEEEEEEEEEE
Physician Last Name: Physician First Name:
HEEEEEEEEEEEEE HEEEEEEEEEEEN
Phone Number: Hospital/Clinic:
HREREEEEEEEE HEEEEEEEEEEEEEEEN
Fax Number: Hospital/Clinic Address:
NN EEEE HNEEEEEEEEEEEEEEE
City: State: Zip:
crerrrrrrrr ety e
NPI #:
HEEEEEEEEEEEEEEEN
Currnty on SM (Dyes O~ 6wB [ ||| prcy puwitpienaly [T 1]
= On insulin
:)l\:ttjestotf):?lvsl:tzlnsg months of this order): | Ill | III | | I I pump? OYes ONO
Diagnosis Code:
ICD-10 Code: OE10.65 OE10.9 OE11.9 OOther

This document serves as a Prescription and Statement of Medical Necessity for the above referenced patient for a Dexcom, Inc. Continuous Glucose
Monitoring System, Dexcom, Inc. Sensors, Dexcom, Inc. Replacement Transmitter or Dexcom, Inc. Replacement Receiver and all associated diabetes supplies to
be provided by Dexcom or an authorized distributor.

I certify that | am the physician identified on the above section and | certify that the medical necessity information contained in this document is true, accurate and
complete, to the best of my knowledge.

Date:

HEREEREEEE

Signature:

Phone: 1-844-843-8725 | Fax: 800-999-7021



