
Life2000®

 BELOW THIS LINE TO BE COMPLETED BY HEALTHCARE PROVIDER ONLY 
(The prescriber must initial and date any revisions made after the prescriber has signed the order form)

Relevant Medical History (check all that apply):

Clinic Information:

Date of Signature (Required - MM/DD/YY)

Prescriber's Signature (Required - no stamped signatures 
accepted)

Print Prescriber's First and Last Name (Required)

NPI Number (Required)

Please include documentation for a medical condition that 
supports the need for the device. 

Life2000®

System & Supplies
HCPC=E0466

(description)

PROTOCOL

The Life2000®

level to maintain 02 saturation >90% or 
to _______ %

Fax to 1.800.870.8452, with Face Sheet, Copy of Insurance Card, and Medical Records
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