
 

THIS WILL BE RECOGNIZED AS A VALID PRESCRIPTION WHEN SIGNED BY A PHYSICIAN/NURSE PRACTITIONER 
 

This fax and documents attached contains privileged and confidential information intended only for the use of the addressee named above.  If you are not the 
intended recipient, you are hereby notified that any disclosure, copying, distribution or taking any action is strictly prohibited.  If you receive this fax transmission 
in error, please notify the sender immediately and return or destroy the original document 

RESPIRATORY REQUEST FORM 

________________________ _______________________________  ________________   
PHYSICIAN/NURSE PRACTITIONER [PRINT]   PHYSICIAN/NURSE PRACTITIONER [SIGNATURE]   DATE 
     _______________   _______________ 

     
CPSO #    BILLING # 

Patient Information 

Name: _______________________________________________ 

Address: ____________________________________________ 

City: _________________________________________________ 

Phone: ______________________________________________ 

D.O.B: ___________/_______________/__________________ 

H.C #: _______________________________________________ 

Diagnosis: __________________________________________________________________________________________________________  

 

Request From 

Dr./NP: _______________________________________________ 

Address: ______________________________________________ 

City: ___________________________________________________ 

Phone: ________________________________________________ 

Fax: ___________________________________________________ 

 
   OXYGEN SET UP           Home Oxygen @ ______________lpm  rest     ____hrs/day 

   THROUGH MOH        exertion  ____hrs/day 
         [qualifying ABG’s or IEA required]        sleep     ____hrs/day 

 
    PALLIATIVE OXYGEN SET UP                  Palliative Home Oxygen @ ________ lpm ___________hrs/day 
              [no medical testing required] 

90 days palliative coverage available once per lifetime 
    

 

       OXYGEN SET UP           Concentrator  @ ________lpm ___________hrs/day 
                   Patient Pay/Insurance 

[Does not meet MOH criteria]             Cylinder Oxygen @ ________ lpm ___________hrs/day 
      [FOR PRN USE ONLY] 

 

          RESPIRATORY/OXYGEN         Oximetry Assessment at rest and on exertion (if possible) 

          ASSESSMENT  
             Overnight Oximetry     On room air __________  

      On Oxygen @ _________ Lpm 
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