
I CERTIFY THAT THE EQUIPMENT AND SUPPLIES I PRESCRIBED ARE MEDICALLY NECESSARY FOR THIS PATIENT'S WELL-BEING;  THIS IS NOT PRESCRIBED AS 
CONVENIENCE EQUIPMENT. IN MY PROFESSIONAL OPINION, THE EQUIPMENT IS BOTH REASONABLE AND NECESSARY IN REFERENCE TO THE ACCEPTED STANDARDS 
OF MEDICAL PRACTICE AND TREATMENT FOR THIS PATIENT’S CONDITION. SUBSTITUTION FOR THIS DEVICE IS NOT ALLOWED WITHOUT MY WRITTEN APPROVAL. 

Fax Rx To: +1 (800) 495-6695 

DOB* 

SECONDARY PHONE/ EMAIL 

PATIENT NAME* 

PRESCRIPTION & LETTER OF MEDICAL NECESSITY 

DATE OF INJURY DATE OF SURGERY 

PRESCRIBER’S  SIGNATURE* DATE* 

PRINTED NAME* NPI* 

CLINIC ADDRESS CITY ST. ZIP 

FAX PHONE 

PRIMARY PHONE* 

.DX Code(s)  _________ ____     _________.____ 

Zynex CryoHeat circulating pump & therapy blanket 

HOT/COLD THERAPY (FILL OUT PATIENT EQUIPMENT PROTOCOL ON BACK OF PATIENT HANDOUT)

Days Length of Need:     15 Days      30 Days      45 Days      Other ___

I have reviewed the hot/cold therapy contraindications on the back of this prescription prior to prescribing for patient. 

IF THIS DEVICE WAS REQUESTED BY ANOTHER MEDICAL PROVIDER, PLEASE INCLUDE THEIR NAME/ADDRESS/ZIP HERE 

     CERVICAL TRACTION (FILL OUT PATIENT EQUIPMENT PROTOCOL ON BACK OF PATIENT HANDOUT)

..DX Code(s)  _________ ____     ____ _________Cervical Traction (Purchase Only) (Saunders or ComforTrac) 

ORDERS@ZYNEX.COM 

Substitution for this device is NOT ALLOWED without my written approval 

     Zynex NexWave + Monthly Supplies and 
     a Conductive Garment when applicable 

Length of Need:        Lifetime of Treatment  

3-18 Months

E-STIM

.____ DX Code(s)  _________.____    _________

Zynex E-Wave (NMES Only) + Monthly Supplies 

Treatment Area:        Neck         Shoulder        Back

Hand      Foot    Elbow/Knee

       Other: _____________________ 

Work Comp TRICARE 

INSURANCE TYPE 

Auto/Attorney/PI Commercial Medicare/Medicaid 

(e.g.- UHC,BCBS,Cigna,Aetna,etc.) 

PRIMARY LANGUAGE (IF NOT ENGLISH) 

BRACING      (FILL OUT PATIENT EQUIPMENT PROTOCOL ON BACK OF PATIENT HANDOUT)

DX Code(s)  _________.____     _________.____ 

Please document in patient’s chart the reason(s) for prescribing and fax with Rx 

Zynex Pro OA Knee 

Knee:       Left         Right Zynex Pro Post-Op Knee        Zynex Pro 627 Lumbosacral Orthosis 

     Aspen Horizon 637 Lumbosacral Orthosis 

        Zynex Pro 637 Lumbosacral Orthosis 

 Zynex Pro 456 Thoracic-Lumbosacral Orthosis 
Zynex Pro Wrist 

Zynex InWave + Probe 

Uninsured 

(if unchecked = Lifetime of Treatment)
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