
Name: NPI #: 

Licensed Healthcare Provider’s Acknowledgment: My signature below denotes that the statements above are true, accurate and complete, to the best of my knowledge. I certify that the patient  
is being treated by me and I have seen the patient in the last 6 months. The patient is informed that s/he will be contacted by Byram Healthcare regarding coverage for items ordered. I authorize  
the prescription of the supplies above and my signature aligns with the pre-printed name.

Provider Signature:    Date: 

  

Fax or Email Orders for Processing:
Email to:  

Fax to:    _____________________________

Primary: _____________________  Policy/ID #: _____________   Phone: ______________

Secondary:  __________________  Policy/ID #: ______________   Phone: ______________

Step 2: Insurance

Start Date:  __________________

Duration: 

99 (lifetime)

12 months

Other: _____ Months 

Step 4: Dispensing

Ordering Office Contact:
Name:  __________________ 
Phone: __________________

Step 6: Prescribers Information

DISPENSE AS WRITTEN

Step 1: Patient Information
First Name: __________________________________________     Last Name: ______________________________________________

DOB: _____________________________________________      Gender:               Male               Female 

Address: _________________________________________________  City: ____________________  State:_____  Zip Code:_________

Phone Number:  _____________________________  Email: _____________________________________________________________ 

Name:

Address:

Step 6: Prescribers Information

Phone: Fax:

_____________________________ ormail@bay-med.com
 (301) 855-3448

Q05.9
___________________________________________________

Spina Bifida

Secondary:

Neurogenic BowelK59.2 K59.00 Chronic Constipation

Other:

Step 3: Diagnosis

Step 4: Recommended Supplies

Primary:

Frequency Per Day (Required)

1 per day/30 per month 1 every other day/15 per month Other:

Peristeen Plus
Transanal Irrigation System (29152)

Accessory Set Accessory Set
Standard Size (29142) Small Size (29149)

Navina

Aquaflush

Navina Classic System
Regular (starter kit) 6900540

Navina Smart System
Regular 6900940

Navina Classic System
Small (starter kit) 6900740

Navina Smart System
Small 6901040

Navina Classic System
Cone (starter kit) 6901740

Navina Smart System
Cone 6901940

Aquaflush® Monthly Set
Lite/Standard Size (AFLM)

Aquaflush® Accessory Set
Lite/Standard Size (AFLA)

Aquaflush® Monthly Set
Actif/Pediatric Size (AFAM)

Aquaflush® Accessory Set
Actif/Pediatric Size (AFSU)

Transanal Irrigation (TAI) System Supply Order Form

Peristeen Plus

Accessory Set Regular 6900340 Accessory Set Small 6900440 Accessory Set Cone 6901640

Please Include Patient Demographics Page, LMN and Clinical Notes
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