
 

 

REHAB SERVICES, LLC 
1035 Benfield Blvd, Suite C, Millersville, MD 21108 

800.486.KNEE  |  thecpmguy.com 

NPI:  1487696852 

 

Physician Order, Prescription and Certificate of Medical Necessity 

 
 
Patient Name:_____________________________________ Date of Order:___________ 

 

Patient Phone Number(s):___________________________________________________ 

 

Date of Surgery:_________________________  Anticipated Discharge:______________ 

 

 

Type of CPM:  KNEE  SHOULDER  ELBOW ANKLE 

 

Side:  Left  Right 

 

Primary Diagnosis Code or Description:_______________________________________ 

 

________________________________________________________________________ 

 

Initial Settings / Goal:______________________________________________________ 

 

________________________________________________________________________ 

 

Duration of Medical Necessity: 

 

 

2 weeks 3 weeks 4 weeks 6 weeks Other___________________ 

 
 

By signing below, I deem this Continuous Passive Motion Machine to be medically necessary and 

prescribe it to be provided at home for the patient listed above. 

 

 

Physicians Signature:_____________________________________ Date:___________ 

 

Physicians Printed Name:_________________________________________________ 

 

NOTES:___________________________________________________________

__________________________________________________________________

__________________________________________________________________  

 

Please include Patient Demographic Sheet and 

fax to Rehab Services, LLC at 410.691.0035 


