
AIM PLUS MEDICAL SUPPLIES
Diabetic Testing, CGM, Insulin Pump, and Supplies - Detailed Written Order/Standard Written Order

Medicaid/Commercial
Please Fax Form with Provider's Signature to 1-866-496-7054

PATIENT INFORMATION

Name: Date of Birth:
Primary Phone: Secondary Phone:
Primary Address:
City/State/Zip:
Primary Insurance: Insurance ID#:
Email:
Contact Person:

REQUIRED INFORMATION FOR ALL PATIENTS - Please Fully Complete This Section

Date of Last Office Visit: Duration of Need: Mo. (12 unless noted)
Type 1-IDDM:

E10.9 E10.65 E10.649 Other:
Type 2-Pills, Diet, and/or Insulin Treated:

E11.9 E11.65 Other:

Testing Frequency: x per Day Using Insulin: Yes No
Number of insulin treatments: X Per Day Using a Pump?: Yes No
A1c: Currently on CGM Therapy?: Yes No
Fasting Hyperglycemia:
Fluctuation of Blood Glucose Values: Low High

RECOMMENDED PRODUCTS (PRN - Use Per Manufacturers)

Testing Supplies: Glucometer, test strips, lancets, lancing device, control solution, ketone strips, alcohol wipes
CGM, Dexcom G6: Sensors, transmitter, receiver, prep wipes, adhesive remover, dressing
CGM, Dexcom G7: Sensors (transmitter included), receiver, prep wipes, adhesive remover, dressing
Freestyle Libre 2 Plus: Sensors, reader, prep wipes, adhesive remover, dressing
Freestyle Libre 3 Plus: Sensors, reader, prep wipes, adhesive remover, dressing
Insulin Pump Supplies: Infusion sets, reservoirs, prep wipes, adhesive remover, dressing
Tandem Control IQ Insulin Pump Tandem Mobi Insulin Pump Beta Bionics iLet Insulin Pump
Omnipod 5 Starter Kit
Omnipod 5 Pods: Pod (5 per box), prep wipes, adhesive remover, dressing
Omnipod Dash Pods: prep wipes, adhesive remover, dressing
Other: 

PROVIDER ATTESTATION

My signature below denotes, to the best of my knowledge, that the patient or parent/caregiver can follow instructions for managing diabetes 
and is able to use the ordered items, which are designed for home use, including hearing and/or viewing alerts and responding as needed. The patient 
or parent/caregiver has completed training or is scheduled to begin training in using supplies or equipment ordered. I am a provider who manages 
patients with diabetes, insulin pump, or CGM therapy and works closely with a team including nurses, diabetic educators/instructors, and 
dieticians knowledgeable in the use of subcutaneous insulin infusion therapy. For CGM and insulin pump renewals, the patient listed on this DWO/
SWO is under my care and followed by my clinic. I am writing in support of the continued use and coverage of the prescribed device(s) and supplies. 
The device(s) remain medically necessary for this patient to have optimal blood glucose control.

PROVIDER INFORMATION

Provider Name (Print): Provider NPI:

Provider Phone: Provider Fax:

Provider Signature: Date:

500 Patriot Pkwy, Ste B, Tuscaloosa, AL 35405 Phone: 866-919-1246 Fax: 866-496-7054



Certificate of Medical Necessity (CMN) – Medical Supplies - Fee For Service
Mississippi Division of Medicaid

Beneficiary Medicaid ID #:____________________________________________DOB:__________________________

Beneficiary Full Name:_________________________________________________

Ordering Prescriber Medicaid ID # _______________________________________Phone:___________________________

Prescriber Full Name:__________________________________________________FAX:___________________________

DME Provider Medicaid ID #:____________________________________________Phone:______________________________

DME Provider Name:__________________________________________________FAX:_________________________________ 

Nurse Practitioners(NP)/Physician Assistants (PA) Only –must complete

Collaborating Physician’s NPI #:___________________________Collaborating Physician’s MS Medicaid #:___________________

SUPPLIES INFORMATION

Beneficiary Diagnosis:____________________________________________ICD-10 code(s)______________________
Item Description HCPCS 

Code 
Initial Order 
Date 
 

Expected Length of Need
(# of Months) 1-999  
(999=Lifetime) 

Quantity 
Per Month 

    

    
    
    
    
    
    
    
    
    

Prescriber Order

DME Provider Attestation, Signature and Date
I certify that the items listed on this form are the exact items offered and certified as medically necessary by the ordering, prescribing provider whose 
signature appears on this form, and these exact items will be delivered to the beneficiary listed on this form.  I will not knowingly present or cause to be 
presented false or fraudulent information, including presenting information with deliberate ignorance or reckless disregard for its truth or falsity.  Further, I 
certify that the information contained herein is true, correct, and complete to the best of my knowledge, and authorize DOM to verify this information.  I 
understand that any omission, misrepresentation, or falsification of any information presented in any application for Medicaid benefits or Medicaid 
payments may be punishable by criminal, civil, or other administrative actions.  A false attestation may result in civil monetary penalties, as well as fines, 
and may disqualify the provider from participation in the Medicaid program.

DME Provider Representative(print full name)_________________________________________________________________________      

DME Provider Representative Signature:___________________________________________________    Date:___________________

Prescriber Attestation, Signature and Date
I, a physician, nurse practitioner, or physician assistant who attests to the medical necessity of the prescribed durable medical equipment, orthotics, 
prosthetics, or medical supplies, will not knowingly present or cause to be presented false or fraudulent information, including presenting information with 
deliberate ignorance or reckless disregard for its truth or falsity.  I hereby certify that I am the ordering physician/nurse practitioner/physician assistant 
identified in Section A of this form. I certify that the medical necessity information in Section B is true, correct, and complete to the best of my knowledge, 
and authorize DOM to verify this information. I certify that I have reviewed the items requested in Section B of this form and that I deem them medically 
necessary for the patient listed in Section A. I understand that any falsification, omission, misrepresentation, or concealment of any information 
presented in any application for Medicaid benefits or Medicaid payments may be punishable by criminal, civil, or other administrative actions. A false 
attestation may result in civil monetary penalties, as well as fines, and may disqualify me from participation in the Medicaid program.

Prescribing Provider Name (please print full name) _______________________________________________________________

Prescribing Provider Signature:________________________________________________________Date: __________________
Prescribing provider’s signature (stamped signature and date stamps, or the signature of anyone other than the provider, are not acceptable)
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