
Clinician: __________________________________________________ 

Patient Name: __________________________ DOB _______________ 

Date of Face to Face Assessment: ______________________________ 

Fax back to: 317-516-0166 

 

  Adjustable Skin Protection Cushion  
for Wheelchair 
 

ICD-10 Codes: ________ ________ ________ 

Length of Need : _________ 

 

Signature __________________________________________________ 

Order Date _____________________ 

 

 


