N\

= Resmed

Patientname: _________ ___ _ __ __ ________ Orderdate: ___________ _ o ____
Address: __ ____ _____ o _____ bD.OB: _____
____________________________________ City, State, Zip: e
Phone: __________ Email: InsurancelD: _______
Insurance name:

N 7ttt Duration of need: 0012 m O Lifetime O Other: ____
Diagnosis test date:

Referring physician: _ _____ _______________ . .
Physicianaddress: ______________________ Clty,.S.tate, 2P e eeeeee
Physicianphone: _______________________ Physicianfax: _______ .

APAP therapy E0601+E0562 + A9279 [JAirCurve™10 ASV' (w/integrated HumidAir™ humidifier)

[0 ASVimod DEFAULT
[JAirSense™ 11 AutoSet™ (w/integrated HumidAir™ humidifier) ] Defrgglt ﬁqode settings
Includes access to Care Check-In through the device or EPAP:_______ cmH,0 (4-15 cmH,0) 5
myAir™, the Personal Therapy Assistant in myAir™, and the Min. PS:_______cmH,0 (0-6 cmH,0) 3
AutoSet™ for Her therapy mode. Max. PS:_ —-cmH;0 (5-20 cmH,0) 15
Ramp time:_______ min(s) (OFF-45 min.)
[JAirsense™10 AutoSet™ (w/integrated HumidAir™ humidifier) Backup rate: Automatic (15 bpm)
[ AutoSet™mode DEFAULT [0 ASV' Auto mode
[Default mode settings [Default mode settings
Min. pressure:_______ cmH,0 (4-20 cmH,0) 4 Min. EPAP:_______ cmH,0 (4-15 cmH,0) 4
Max. pressure: __cmH,0 (4-20 cmH,0) 20 Max. EPAP: ____cmH,0 (4-15cmH,0) 15
Ramp time:_______ min(s) (Auto, OFF-45 min.) Min. PS._ _cmH,0 (0-6 cmH,0) 3
EPR™ [O1 O2 O3 Max.PS:_______ cmH,0 (5-20 cmH,0) 15
Ramp time:_______ min(s) (OFF-45 min.)
[coapwmarapy —cosorcosez.aszrs | SRR
PAP ther: E 1+E 2 +A9279
£ erapy SeolsEbEs [CJAirCurve™ 11 ST (w/integrated HumidAir™ humidifier)
[JAirsense™ 11 Elite (w/integrated HumidAir™ humidifier) Includes access to Care Check-In through the device or
Includes access to Care Check-In through the device or myAir” and the Personal Therapy Assistant in myAir™.
myAir”and the Personal Therapy Assistantin myAir™. [CJAirCurve™ 10 ST (w/integrated HumidAir™ humidifier)
[JAirsense™10 Elite (w/integrated HumidAir™ humidifier) [0 Spont/timed mode DEFAULT
DEFAULT IPAP:_______ cmH,0 (4-25 cmH,0) 10
O Pressure: cmH,0 (4-20 cmH;0) 10 i -m—m—--CMH20 (3-25 cmH,0) 4
Ramp time: min(s) (Auto, OFF-45 min.) — bpm (5-50 bpm) 10

EPR™ O1 O2 O3

[JAirCurve™11ST-A (w/integrated HumidAir™ humidifier)

Includes access to Care Check-In through the device or
Bilevel therapy E0470 +E0562 + A9279 myAir™ and the Personal Therapy Assistant in myAir™.
Oai . ] - o O PAC mode DEFAULT
l »Tll;‘Curve 1l VAu;o (wélr:eglia’:ed:umldhAlrh hl;ml(?ilflel’) 0 Spont/timed mode
ncludes access to Care Check-In through the device or PAP: cMH,0 (4-30 cmH,0) 10
myAir™ and the Personal Therapy Assistant in myAir™. EPAP:_______cmH,0 (3-25 cmH,0) 4
__bpm (5-50 bpm) 10
Ti_______ sec.(0.1-4 sec.) 2

[JAirCurve™10 VAuto (w/integrated HumidAir" humidifier)

[0 VAuto mode DEFAULT . "
O Default mode settings o "_YA.Pit.imOde in. (44-1001in.) 70
Max. IPAP:_______ cmH,0 (4-25 cmH,0) 25 elgnt . (44~ 'g- 8300
Min. EPAP:_______ cmH,0 (4-25 cmH,0) 4 Target patientrate:_______bpm (8-30 bpm) 15
ps. cmH,0 (0-10 cmH,0) 4 Target \(a: _______ L/min. (1-30 L/min.) 5.2
Ramp time:_______ min(s) (OFF-45 min.) yrindalvolume). _—.—(mb)
[ Spont mode VKG (mL/kg)
IPAP: _______ cmH,0 (4-25 cmH,0) 10 L — (ON/OFF)
EPAP: _______ cmH,0 (3-25 cmH,0) 4 - __cmH,0 (3-25cmH,0) 4
Ramp time:_______ min(s) (OFF-45min) | |  MaxEPAPI_______ cmH;0 (3-25cmH,0) 15
DEasy-Breathe ON EPAP:"_______ cmH,0 (3-25 cmH,0) 4
: o ) nm i ___cmH,0 (0-20 cmH,0) 4
[JAirCurve™10 S (w/integrated HumidAir™ humidifier) cmH,0 (0-27 cmH,0) 20
o ﬁ;a%m mode cmH,0 (4-25 cmH,0) DEFAU.II'S “If appropriate, select either EPAP or AutoEPAP.
[N, 2 - 2
EPAP:E.———.———C”‘Hzo,(3}‘)2(50%”’;"‘550) in) 4 [JAirCurve™10 ST-A (w/integrated HumidAir™ humidifier)
Oltasy-BreathaON oo O Timedmode [IPAC mode DEFAULT

[0 Spont/timed mode

Bilevel w/ backup rate therapy E0471+E0562 +A9279 :EPPA APF:’:_ “““ CCF%HF%?O%__Z’Z%%T“K%)) 12

[CJAirCurve™ 11 ASV1 (w/integrated HumidAir™ humidifier) _l?ﬁ)tei_____s_e_cbﬁ()(gn1(_54—§>gcb)pm) 12
Includes access to Care Check-In through the device or s
myAir™ and the Personal Therapy Assistant in myAir™. o ;}ileAiZit'i mode in. (44-1001in.) 70
Target patientrate:_______ bpm (8-30 bpm) 15
TargetVa:_______ L/min. (1-30 L/min.) 5.2
Vt (Tidal volume)_______ (mL)
_______ (mL/kg)
e cmH,0 (3-25 cmH,0) 4
i __cmH,0 (0-20 cmH,0) 4
e cmH,0 (0-27 cmH,0) 20
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Full face masks” A7030 + A7035 Wireless monitoring
OAirTouch™F30i Comfort  [JAirFit™ F20 for Her [JAdd a physician to patient in AirView™"
OAirTouch™F30i Clears CJAirFit™ F20 Non Magnetic Oinvite patient to sign up for myAir™
CJAirFit™F40 OAirTouch™F20
CAirFit™F30i OAirTouch™F20 for Her
CIAirFit™F30i Non Magnetic C1Other OClimateLineAir" 11 heated tube A4604
CIAIrFit™ F20 OClimateLineAir™ 11 Oxy heated tube A4604
el A7034 + A7035 OClimateLineAir"heated tube A4604
CIAIrFit™ N30 DlAirTouch™ N30i [IClimateLineAir™ Oxy heated tube A4604
DIAIrFit™ N30i DlAirTouch™ N20 DlHeated tube hasoa
DIAirFit” N20 DlAifTouch™ N20 for Her DISlimLine” tube 7037
CIAFit™ N20 for Her [OStandard tubing A7037
OOther [JHumidifier tub, disposable A7046
OHumidifier tub, cleanable A7046
Nasal pillows masks A7034 + A7035 [Filter, disposable A7038
CJAirFit™ P30i CINasal cushions A7032
CJAirFit™ P10 [CINasal pillows cushions A7033
O AirFit™ P10 for Her OFull face cushions A7031
[ Oral cushion for oral nasal mask A7028
Oral nasal masks® A7027 + A7035 .
[OINasal pillows for oral nasal mask A7029
DIAirFit™ X30i [OHeadgear A7035
OChinstrap A7036
1) Copy of sleep test
2) Copy of medical record frominitial face-to-face clinical evaluation prior to sleep test
Medicare and commercial payers may not authorize service without supporting documentation.
otes .|
Directions for use: Ouse at night while sleeping

Statement of medical necessity: The above patient has undergone a diagnostic evaluation. This evaluation
has confirmed a positive diagnosis of sleep apnea. Positive airway pressure therapy is medically necessary
and provides effective treatment for this disorder.

NPI#: Practitionername: ___________ _ __ o

Practitioner signature (signature stamps and date stamps not permitted) Signature date

*Some masks contain magnets that may interfere with certainimplants or medical devices. Please refer to the User Guides for
complete information, including magnet contraindications and warnings.

TASV therapy is contraindicated in patients with chronic, symptomatic heart failure (NYHA lI-1V) with reduced left ventricular ejection
fraction (LVEF = 45%) and moderate to severe predominant central sleep apnea.

#Intelligent Volume-Assured Pressure Support (iVAPS) mode is intended for patients weighing more than 66 Ibs (30 kg).

“When device is paired with the Resmed Connectivity Module (RCM), wireless connectivity is enabled, allowing key patient therapy
data to be transmitted directly from the device to the Resmed secure, cloud-based management system, AirView.

SAirTouch F30i Clearis available for sale only inthe U.S.

Completion of this form is neither a verification of benefits nor a guarantee of payment. Before filing any claims, it is the supplier's sole
responsibility to verify current requirements and coverage policies with the applicable payer.

Distributed by Resmed Corp, 9001 Spectrum Center Boulevard, San Diego, CA 92123 USA (858) 836-5000 or (800) 424-0737
(toll-free). See Resmed.com for other Resmed locations worldwide. AirCurve, AirFit, AirSense, AirTouch, AirView, AutoSet,
ClimateLineAir, EPR, HumidAir, iVAPS, myAir and SlimLine are trademarks and/or registered trademarks of the Resmed family of
companies. Specifications may change without notice. For patent and other intellectual property information, see Resmed.com/ip.
© 2026 Resmed. 1015938/26 2026-02
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