Alaska VA Home Oxygen Prescription Ordering Form &
Clinical Record 


____________________________________________________________________________________________________________________________________________________________________________________

· Call VA’s Medical Administrative Assistants (MAA’s) to verify Veteran Eligibility (907) 580-6420 or toll free 1-877-817-3885 (24hrs/7wk).
· During after hours, weekends or holiday’s the requesting facility will verify veteran eligibility, then fax prescription ordering form to: (907) 580-2807, then call (907) 580-2804 to speak with the respiratory therapist on duty at JBER/VA Joint Venture Hospital to confirm & discuss O2 prescription for eligible veteran.
____________________________________________________________________________________________________________________________________________________________________________________        
Date: ______________________
Primary Diagnoses: COPD___  Emphysema___  Chronic Bronchitis___  Chronic Asthma___  Cystic Fibrosis___  Bronchiectasis___  Pulmonary Hypertension (Primary or Secondary)___  Interstitial Lung Disease___  Pulmonary Neoplasm (Primary or Metastatic)___  Congestive Heart Failure___
Secondary Diagnoses: Erythrocytosis (Hct > 55)__  Cor Pulmonale___  Pulmonary Hypertension___  Congestive Heart Failure___  Other_______________________________________________

Results of Most Recent ABG and/or O2 saturation: Date__________  ABG: pH_____  pCO2____  pO2____ O2 sat____  FiO2____
Date_________  O2 sat: FiO2____ At Rest______ With Activity/ADLs______  Sleep________  

If not on room air, explain:_____________________________________________________________________________________________________________
Guidelines for Home O2 Prescription:
__ Resting pO2 < 55 mmHg or O2 saturation < 88%

__ Resting pO2 56-59 mmHg or O2 saturation = 89% (Secondary diagnosis required)

__ Resting pO2 > 60 mmHg or O2 saturation > 90% (Additional documentation required verifying failure of more conservative therapy)

__ pO2 < 55 mmHg or O2 saturation < 88% with performance of exercise and/or activities of daily living (ADLs)

__ Nocturnal O2 (while asleep or specify number of hours per day) for Sleep pO2 < 55 mmHg or O2 saturation < 88%

Oxygen Flow Rate: ____liters per minute.    Number of hours required daily:______

Estimated Length of Need: ___1-3 months     ___4-12 months     ___1 year or lifetime
Oxygen Equipment Prescribed: ___ Concentrator     ___ Backup System     ___Portable System

Delivery System: ___ Nasal Cannula     ___ Other, specify: _______________________________________________________
MORSE FALL ASSESSMENT (IMPORTANT: Home Oxygen prescription cannot be filled through the VA without this assessment completed).
FALLS HISTORY:
__ History of falling; immediate or within 12 months. No = 0.

__ History of falling; immediate or within 12 months. Yes = 25.

SECONDARY DIAGNOSIS:
__ Patient DOES NOT have secondary diagnosis associated with fall risk. No = 0.

__ Patient has a secondary diagnosis associated with fall risk. Yes = 15.

AMBULATORY AID:
__ None, bed rest, wheelchair, nurse. Score = 0.

__ Crutches, cane, walker. Score = 15.

__ Special furniture. Score = 30.

IV LOCKS OR INVASIVE LINES:
__ IV Lock, Heparin or Saline Lock, Invasive lines. No = 0.

__ IV Lock, Heparin or Saline Lock, Invasive lines. Yes = 20.

GAIT OR TRANSFER ISSUES:
__ Normal, bed rest, immobile. Score = 0.

__ Weak. Score = 10.

__ Impaired. Score = 20.

MENTAL STATUS:
__ Oriented to own ability. Score = 0.

__ Forgets, limitations. Score = 15.

Please total the scores from the assessment above and select the patient’s fall risk category.

MORSE FALL ASSESSMENT SCORE

__ Morse score 0-24. No action required.

__ Morse score 25-50, low fall risk. See Standard Fall Preventions Interventions.

__ Morse score greater than 50, high fall risk. Order Home Safety Evaluation. See High Fall Risk Fall Preventions Interventions.

Prescribing Physician’s Printed Name: ___________________________________________________
Prescribing Physician’s Signature: _______________________________________________________

——————————————————————————————————————————

PATIENT’S IDENTIFICATION: For typed or written entries give: (Name – last, first, middle, last 4 of  SS#, date, hospital or medical facility)




Standard Form 507


