"*%3%?‘/ Power Mobility Device (PMD)
§ Prescription

Beneficiary’s Name Date of Face-to-Face Examination

Description of item that is ordered. This may be general - e.g.”power wheelchair’- or may
be detailed:

Pertinent diagnosis/conditions that relate to the need for the Power Mobility Device (PMD):

Length of Need:

Physician’s Signature Date of Physician’s Signature



