
 

 

Physician’s Prescription for Mechanical Ventilation  

Patient Name: ________________________________   DOB: ___________ 

Diagnosis: _____________________________________________________________ 

HCPCS Code: E0466 Home Ventilator, Non- Invasive  

Ventilation Mode:   Volume Pressure HFNT   Flow Rate: ____________                                                                                   

Breath Mode    Support  Assist Control  SIMV  MPV                                             

Auto-E-Pap                                   Settings                                 Pressure Limit  (cmH2O): _____                                                                                                                                                                                                                                                                              

Max PS (cmH2O): _____  Min PS (cmH2O):_____  Max EPAP (cmH2O): _____ Min EPAP (cmH2O): _____   

Breath Rate (bpm): _____ Backup Breath Rate (bpm): _____ Tidal Volume (ml): _____ HFNT (lpm): _____       

Target Volume        (only available in applicable mode)                                                                                                                    

Target Volume (ml) ________ Max Pressure (cmH2O): _____ Min Pressure (cmH2O): _____                                       

PS Min (cmH2O):_____ Pressure Support (cmH2O):_____Peep (cmH2O): _____  Cpap (cmH2O): _____   Sigh 

Breath:            (only available in applicable mode)    Sigh Rate:_____  Sigh % of Volume or Pressure _____      

O2 (lpm): _____ Titrate Rise Time, Insp. Trigger and Exp. Trigger for Patient Comfort                                          

+/- 100 ml volume adjustments (if needed)                 Add Home Adjustments               

Ventilation Mode:   Volume Pressure HFNT   Flow Rate: __________                                                                                   

Breath Mode    Support  Assist Control  SIMV  MPV                                              

Auto-E-Pap                                   Settings                                 Pressure Limit  (cmH2O): _____                                                                                                                                                                                                                                                                              

Max PS (cmH2O): _____  Min PS (cmH2O):_____  Max EPAP (cmH2O): _____ Min EPAP (cmH2O): _____   

Breath Rate (bpm): _____ Backup Breath Rate (bpm): _____ Tidal Volume (ml): _____ HFNT (lpm): _____        

Target Volume        (only available in applicable mode)                                                                                                                    

Target Volume (ml) ________ Max Pressure (cmH2O): _____ Min Pressure (cmH2O): _____                                       

PS Min  (cmH2O):_____ Pressure Support (cmH2O):_____Peep (cmH2O): _____  Cpap (cmH2O): _____    Sigh 

Breath:            (only available in applicable mode)    Sigh Rate:_____  Sigh % of Volume or Pressure _____      

O2 (lpm): _____ Titrate Rise Time, Insp. Trigger and Exp. Trigger for Patient Comfort                                          

+/- 100 ml volume adjustments (if needed)                 Add Home Adjustments                

                                                                                

Physician Name: ___________________________________ NPI #: _____________________________ 

Physician Signature: ________________________________ Date: _____________                                                                             
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