Clear UPCAP CARE MANAGEMENT WORK ORDER

DME ONLY
DATE: AGENCY NAME: CODE:
FAMILY CONTACT:
Client PHONE NUMBER:
Label
Here
UPCAP CONTACT:
(906)
DME/CODE/ FUND STD. COST/ # OF
MODIFIER CODE |REMARK | yniT |UNITS | START STOP DESCRIPTION
CODE
Lift Chair E0627 0014 Lift Chair
SPECIAL INSTRUCTIONS:
Please hill Medicare/Medcaid for lift chair if you receive denial please

submit denial with voucher for payment to UPCAPfor full cost of Iift

chair.
If receive partial payment please submit payment receipt from
Medicare/Medicaid with  bill  to UPCAPfor reimbursement of unpaid portion

of lift chair.

C.M. Supervisor

Service Plan Updated/Sent to Client

Copy to Data Entry

Copy to Agency

Date Initial

Revised: 4/22/20
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