Mercy Surgical Dressing Group Biller Network Urological Form - 1-844-367-7413

Patient Information **Please Attach Progress Notes and Patient Demographics**** |

Patient Name: | | D.0B. | |
Address: | |
I |
City, State, Zip: | I | | |
Phone: | |
Emergency Contact:| | Phone: | |
Urinary Incont. Diag. Code | Date of Injury | | Resultof | |
Length of Need : |:| Lifetime |:|Other | | Frequency of Catheterization / Day | |
1. UTI Date* Colonization Count 2. UTI Date* Colonization Count

History of UTI's* |:| Yes |:| No | | | | | | |

*To qualify for sterile intermittent catheter Kits (A4353), there must be a History of UTI’s within the last 12 months while on a program of sterile
intermittent catheterization A4351/A4352 and lubricant.

Patient on Chemo [ | Yes [] No  ValdFor Dates: | | to | |
Catheter Information
A4351 - Sterile Catheter Item Number | | [] straightTip [ ] Coudé Tip ~ Qty Needed /Month [ |

Coude Tip Justification |:| BPH |:| Bleeding (Due to irritation from straight catheter) |:| False Passage |:| Strictures

A4353 - Sterile Catheter Kit Number | | *This kit is self contained and no other accessories may be ordered

Catheter Supplies - Accessories

[] Cleaner / Decrystallizer (1 btl) [] Night Drainage Bag (2)
[] LegBag (2) [] Connection Tubing (2)
[ ] Catheter Insertion Kits [] Lubricant Packets

[] Other: | |

Physician - Medicare allows a maximum of 1-3 months to be purchased at a time

Physician License # NPI # Date

Pecos Certified [] Yes ] No Physician Signature

Physician Name:

I
Office Name: |
Office Address: |

I
I

City, State, Zip:

1

| Fax: |

Phone:

Please review and verify by signing this Written Confirmation of Verbal Order. Fax: 1-800-861-7362 Email to: order@mercysurgical.com
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 Please review and verify by signing this Written Confirmation of Verbal Order.   
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    Fax: 1-800-861-7362    Email to: order@mercysurgical.com  
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***Please Attach Progress Notes and Patient Demographics****
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*To qualify for sterile intermittent catheter Kits (A4353), there must be a History of UTI’s within the last 12 months while on a program of sterile intermittent catheterization A4351/A4352 and lubricant. 
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A4353 - Sterile Catheter Kit Number                                                       *This kit is self contained and no other accessories may be ordered  
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