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Durable medical equipment 
Pulmonary/ENT

Pulmonary/ENT 

 Nebulizer 
Portable Date issued:___________________ 
 Standard Date issued:___________________ 

 Oximeter 
Portable Date issued:___________________ 

 Owned  Rented 
 Stationary Date issued:___________________ 

 Owned  Rented 
Setting 

HR low:_____________ High:___________ 
O2 Stat low:_________ High:___________ 

 CPAP  BIPAP  MR850 Other 
Type:____________ Date issued:____________ 
Settings:___________________________________ 

 Owned  Rented 

 Vent 
Type:____________ Date issued:____________ 
Settings:___________________________________ 

 Trach   Cuffed  Uncuffed 
Type:____________ Date placed:____________ 
Size:______________________________________ 

 Suction 
Portable Date issued:___________________ 

 Owned  Rented 
 Stationary Date issued:___________________ 

 Owned  Rented 

 Humidifier 
Date issued:___________________ 

 Owned  Rented 

 Cough assist machine 
Date issued:___________________ 

 Owned  Rented 

Prescribing physician:_______________________________ 
DME/supply company:_____________________________ 
Secondary company:_______________________________ 
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__________________________________________
__________________________________________ 
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