
MIDWEST 
COMPRESSION 
Pneumatic Compression Devices 

Patienit �Jame:

Patient Phone: 

Surgery Date: 

Surg Procedure: 

: W1ritt,en 01r1dler / IP1r1escr'iption1 / DVT IRiisk Assessm,ent

ll1CD 1Codes: X X X X
-------- -------- -------- -------- --------

□
DVT Pro·pnylaxTs Unit with Intermittent limb Th-erapy fRE.NTAL)-

□ 

□ 

Required: Days
---

OVT Prophylaxis Unit with Intermittent Limb Therapy (PUR1CHA:SE)

Otlher: 

• • 

D VT Risk Assessn1,e11t 

Total AIII Columns !EACH RISK FACTOR= 1 P-OINT
and Check Risk _Age· 40-59 ye-ars 

EACH RISK FACTOR= 3 PO.INTS 
_Age 75 years or older 

1--__ t_h_a_t_A
-'
.p

-'
.p ·_l_ie_s ___ ----i_History of prior major surgery(< 1 monitt1) 

] j_varicose v,eins 
_Major surgery lasting 2-3 hours 
_BMl>SO (venous stasis syndrome), 
_History of svr, ovr /PE !_Swollen legs {ct11rrent) 

I 
!_obesity (BMI > 30) 

' 

J 
i 

□ 
IHigh Risk

. = 3 01r 1more pts.

I □ 
--=--c 

Moderate Risk 

= 2 pts. 
--�-- ·---·-

-· Hlig:h1 risk of blee,,di1111g

'._Abnormal pulmonary function (COPD)
l_:Medi1cal patient cUJrrently at bed rest 
_Leg plaster cast ,or brace 
'_Grail contrac,eptives or hormone 
1 repl.acement therapy 
,_Pregnancy or post1partum (<1 month.) 
•_use of tournijquet 

EACH RISK !FACTOR = 2 POINTS 
I 1 Age 60-74
1-I_Major surgery (>60 Minutes) 
I-Arthroscopic su1rgery (>60 minutes) 
i_lLaparoscopic surgery (>60 minutes)
_Previous rnalignan,cy
_Morbiid obes iity (BM1>40)

Gen,eralll an,esthesia >·30 m1inut,es 
,-

Other !Risk Factors= 1 Point'

Oth1er: 
--

_family history of 1DVT./PE 
_Pre·sent caITTcer 01r chemotherapy 

EA-CH RISK FACTOR= 5 POINTS 
_Elective major lower extremity 

arti1roplasty 
_Hip, pelvis or leg fr,acture (<1 montt1) 
_Multiple trau1ma (<1 month) 
_Major surgery lasting over 3 hours 

Safety Co·nsiderations ( check off if applicable )

-· Patient t'ias se,vere p,eriiphe·ral arterial diisease

_ P.atient has conge.stive !h,e.art failure

_ Patient tias an acute superf1icial DVf

Curr,ent smoker . Hlistory o,f lhyp,ercoagulability 

- --------------------------------

I lhave assessed that this patient is at riisk of developing DVT. Because of th1is risk .and lirn11ited .ambulation, I .am prescribing a DVT pr,everntiorn tiherapy
using a pn.eumatiic compression d1ev,ice. In my ,opinion this is medically 1necessa1ry and in accordance with standards of m,edical practice and 
appropriat,e treatment for this patient I certify that the albove prescribed medical e,qt1ipment is medically indicated and in my opinion re,asonable and 
necessary with refer,ence to the accepted standar,ds of medical practice arnd treamnent of this patient's condition. Do no·t substitute. 

Physicic!IH't Otigi rn�I Sign�ture: ______ _ Dafe: 
----------

Phy:sit:itit1's Name: ___________________________ _ Physicia1n's NPI # _________ _ 

Clinic Addre,ss: 
---------------------------

Ciity: 
------

Stale: __________ Zip:----· ___ Phone: __________ Fax: _______ _ 

FAX: 800-886-4201      
PH: 800-883-1549

Fax Patient Demographic Sheet & Order

 

     DVT PUMP ORDER FORM




