PHYSICIAN WRITTEN ORDER & CERTIFICATE OF MEDICAL NECESSITY - ORTHO

Corporate Headquarters: 770 Ritchie Highway, Suite W-21 Severna Park, MD 21146
Phone: 800.638.6771 / 410.544.9530
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PHYSICIAN INFORMATION | LENGTH

SIGN AND DATE

AND SIGNATURE

Physician’s Name (PLEASE PRINT) Phone Number

NPI Number Fax Number

Street Address City State Zip Code

NO SUBSTITUTI@ONSALLOWED - In my opinion, in accordance with accepted medical practice standards, the above named patient requires the
exact Dynasplint™ System(s) as dispensed by Dynasplint Systems, Inc,, for the diagnosis indicated.

Physician’s Signature DATE
< This form is needed to bill the
= ,9 patient’s insurance. Please
complete and return. SALES CONSULTANT PHONE e-FAX
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Stretch Beyond Your Expectations.
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