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PS 2 Physician Orders and Coordination of Care

Policy

Physician orders are processed and documented appropriately. Communication with physicians and other referral sources is documented, and includes the following:
· A review of the patient’s/client’s order or referral and consultation with the physician or referring source, if necessary, to clarify or modify the original order and/or treatment plan.
· Consultation with other health care professionals as necessary regarding the patient’s/client’s condition to formulate a service plan. All findings and actions taken are documented and communicated to the appropriate health care professional to ensure that the patient’s/client’s status is updated and current.

Equipment and services must be requested and verified via a written order from the physician, and a copy is retained in the patient’s/client’s file.

Procedure

AbleNet does not accept verbal orders for equipment / services. Instead, the physician is asked to complete the attached prescription form for each requested service (see attached form SGD Rx).

The following data should be included in the order:

· Patient’s name and contact information
· Patient’s Date of Birth
· Equipment, supplies, and services needed
· Any laboratory data that may be needed
· Length of need
· Medical Diagnosis
· Communication Diagnosis
· Prognosis
· Physician’s contact information
· Physician’s signature and date


Orders should be evaluated regularly and revised by the physician if the patient/client:
· Has a change in physical, psychosocial, or environmental condition.
· Responds or fails to respond to treatment.
· Has a change in diagnosis or equipment needs.
· Is not compliant with orders or proper use of the equipment.
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Speech Generating Device (DME) Prescription

· Patient Information

Patient Name: ____________________________________Date of Birth ________________

Patient Medicare Number (if applicable): _________________________________________

Patient Address: ______________________________________________________________

___________________________________________________________________________

· Clinical Information
· SAMPLE

Medical Diagnosis (please do not list ICD-9 code):______________________________________

Communication Diagnosis (please do not list ICD-9 code):________________________________

Prognosis: ___________________________Length of Need: ___________________________

· Equipment Prescribed:

Device: _____________________________________________________________________

Accessories: ________________________________________________________________


· Physician Information
I have reviewed a copy and agree with the Speech-Language Pathologist’s completed
Augmentative Communication Evaluation for the subject patient (required by Medicare).

The prescribed Speech Generating Device and accessories are necessary to achieve the
functional communication goals stated for this patient in the Speech-Language Pathologist’s
treatment plan.

Additionally, I hereby certify that I do not have a financial relationship with, nor will I receive any other gain from, the manufacturer of the recommended device. 


Physician’s Name (print): _______________________________________________________

NPI #: __________________________ Phone #: __________________________________

Medicaid Provider #: __________________________ License #: ______________________

Address: ___________________________________________________________________


Physician’s Signature _______________________________________ Date _______________
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