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Med-Essentials 
PO BOX 343 NEW HARTFORD CT 06057 

PATIENT INFORMATION SHEET for Medela Invia Liberty Portable NPWT PumpRev3 

1-888-617-7392 (Phone)                1-203-463-9700 (Fax) 
 

 
PATIENT INFORMATION 

 

NAME:_   __            _______________________________     GENDER:     M      F   

                        First    Last                                                                                                                                                             
 
ADDRESS _______________________________________________PHONE:  _______________________________ 
                                                                                                                                                      

CITY___________________________________________STATE:_________ZIP:___________ 

 

DATE OF BIRTH  :__________________          SOCIAL SECURITY #:_________________________________  

 
RESPONSIBLE PARTY INFORMATION (OTHER THAN SELF) / EMERGENCY CONTACT 

 
NAME:_____________________________________________________________________________________________ 
  (FIRST)                                  (LAST)                                    
 
RELATIONSHIP TO PATIENT:______________________________________PHONE# (_______)____________________ 
 
ADDRESS:__________________________________________________________________________________________ 
                                                                                                                                                      
CITY:_______________________________________________________STATE:_________ZIP:_____________________ 

 

 

HOMECARE AGENCY / NURSE FOLLOWING PATIENT AFTER DISCHARGE 

 

NURSE:___________________                           PHONE: ____________________ 

 

AGENCY NAME:____________________________________ PHONE: ____________________ 
 

 

INSURANCE INFORMATION 
 
PRIMARY PAYER: _________________________________    SECONDARY PAYER: _____________________________ 
 
Enter policy information for all payers below: 
 
MEDICARE #________________________________________________________    

  
MEDICAID #_________________________________________________________ 
 
OTHER INSURANCE: __________________________________________________ 

  

 Policy / ID #_______________________________________ 

  
 Group Name / #_________________________________________________ 
 
 Provider Services Phone #: _______________________________________ 
 
PRIMARY PHYSICIAN 

 NAME:    _______________________________________ 
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SECTION A.  SUPPORTING DOCUMENTATION; A SEPARATE FORM MUST BE COMPLETED FOR EACH WOUND TO BE TREATED 

SECTION A 

  
 1.  Is the patient currently receiving NPWT?    Y    N 

 

      If yes, facility where NPWT was started: _____________________           Date therapy started: _________ 

  
  

2.  Is the patient’s nutritional status adequate for healing?     Y     N 
 

      If no, what measures are being taken? ________________________________________________________________ 
 
      ________________________________________________________________ 
       
 3.  Have topicals been applied to maintain a moist wound environment?     Y     N 

      

      If yes, circle:   Saline Soaked Gauze    Hydorgel     Alginate   Hydrocolloid Absorptive   Other:  ______________ 

  

      If NO, why? ________________________________________________________________________________________ 
 
  

4.  Is there necrotic tissue present in the wound? (circle one)       No Necrotic Tissue          Eschar            Slough      

 
      Debridement has been: (circle)      Attempted  Ruled Out 

 
  

5.  Check all that are present in the wound:     Fistula to an organ or body cavity 

       Untreated Osteomyelitis 

       Cancer 
 

 6.  Please select the type of wound from the list below and answer the questions for that type of wound.  Please 
 write in any additional notes that support the medical necessity of NPWT. 
  

    Venous Stasis Ulcer: Is compression being consistently applied?  Y N 

   Is leg elevation / ambulation encouraged?  Y N 
 
    Diabetic Ulcer: Is pressure to the ulcer being reduced?  Y N 

   Is the patient on a diabetic management program? Y N 
 
    Chronic Ulcer (Arterial Insufficiency or Mixed Etiology): 

 
   Is pressure to the ulcer being relived?  Y N 
   Is moisture (incontinence) being managed?  Y N 
 
    Surgical Wound         Pre Operative Flap/Graft        Surgically Created /Dehiscence  (Circle applicable from preceding list): 

   Has the need for accelerated formation of granulation tissue not achievable by topical   
    treatments been documented?   Y N    

   Is the wound a direct result of an accident?  Y N    
   If Yes, date of accident:_____________ 

   
      Pressure Ulcer:    Stage III     Stage IV  (choose applicable)  

 
    Is the patient being appropriately turned?  Y N 
    Is a Group II or III Support Surface being used? Y N 
    Is a Group II or III Support Surface ordered for home? Y N     (Attach Rx) 
    Is moisture (incontinence, etc.) being managed? Y N 
  
 If any of the above questions is answered NO, please explain why the referenced treatment measure was ruled out:________ 

 _______________________________________________________________________________  

 
 Additional Notes Supporting Medical Necessity:  _________________________________________________________________ 

 
 ________________________________________________________________________________________________________ 
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SECTION B:  Wound Measurements 

 Wound Age (Months): ____________           Wound Location: _____________________________ 

 
 Previous Wound Measurements (at least 30 days ago):        Current Wound Measurements 

 If there are no previous wound measurements, write N/A 
 and include a brief explanation.           Date of Measurements: _________________________ 
 ___________________________________________                  

               L:______cm  W:________cm  D:______cm 

 ___________________________________________   
               Sinus/tunnel #1 ______cm @ ______o’clock  
 Date of Measurements: ________________________ 
               Sinus/tunnel #2 ______cm @ ______o’clock 

  L:______cm  W:________cm  D:______cm    

               Undermining: ______cm @ ____________ o’clock 
  Sinus/tunnel #1 ______cm @ ______o’clock 

               Exudate:   None   Min  Mod  Heavy _____cc’s per day 

  Sinus/tunnel #2 ______cm @ ______o’clock              
               Secondary Current Wound Measurements 

 Undermining: ______cm @ ____________ o’clock    
               2

nd
 Wound Location: _____________________________ 

 Exudate:  None  Min  Mod  Heavy ____ cc’s per day   

               L:______cm  W:________cm  D:______cm  

              
               Undermining: ______cm @ ____________ o’clock 
 
               Other Notes: _________________________________ 

    

 

Sections A & B completed by: 

Name:_________________                               Title: ____________________________ 

Organization:________________________________Phone:________________________Fax:_________________ 

 

SECTION C.  Physicians Prescription   M.D. must sign and date prescription prior to delivery of the NPWT 
 Medela Invia Liberty Portable NPWT pump and necessary supplies are prescribed for: 

   

 Patient Name: _________________________                    Start Date: ____________________        

 
 Length of Need (months): _____________  Pump Setting:  -80mmHg    Other: _______________________ 

 
 Qualifying Diagnosis (ICD-9 codes) (include all that apply): ____________________________________________ 

  
 Dressing Kits and Canisters Ordered (circle): Kit Size:  Small Med Large    

       Kit Type:  Flat Round Channel 
       Canister: Small Large 
 
 Frequency of Dressing Change:    _____ x per week 

   
 Frequency Canister/Tubing Change:   Standard: 1 x per week or more as needed  

 
       Other: _________________________ 
 
 Other supplies: ___________________________________________________________________________________ 
         

 Physician Name: _ ___________________________________________ NPI: _________________________________ 
 
 Physician Address: ___________________________________________ Phone/Fax: ___________________________  
  

 Signature: _____________________                                  Date: ____________                       _ 

 

Revised 12/18/2009 


