Lymphedema Assessment

Chart# % <8 2 Assessment Date: _% 22;)701 !
Patient Name: M&Y\M gcm&- DOB: Q/ &7’}/ 415 >

Diagnosis (check all that apply) Pneumatic Compression Recommendation

[1189.0 Secondary Lymphedema

Treatment Pressure: 4 b mmHg
1 Q82.0 Hereditary Lymphedema

Frequency per day: |
[1197.2 Post Mastectomy Lymphedema Duration: ) hours
ipedema Upper Extremities: 0 Left Arm ® Right Arm{ Chest
[1187.2 Chronic Venous Insufficiency Lower Extremities: (I Left Leg &Right Leg Errunk

Physical Exam

Symptoms / Skin condition (check all that apply)

[0 Edema [ Wounds [] Weeping [ Blisters eaviness ;&@in [ Hyperkeratosis uﬂ-lyperplasia Dﬁbrosis

[ Hyperpigmentation [ Elephantiasis [ Lymphorrhea [] Pappilomastosis cutis lymphostatica (pappiloma)
Severity (check all that apply)

U] Brawny mdon—Pitting O Fibrotic [JPitting J+1 (J+2 [+3 [1+4 [IStage! [IStagell [IStagelll [J
Other

Areas Effected (check all that apply)

Right Lower Extremity qaeft Lower Extremity [@Abdomen (1 Trunk [ Genitals
(@ Right Upper Extremity @ Left Upper Extremity [J Chest 0 Other
Treatments to Date (check all that apply) Treatment Plan (check all that apply)
Start of treatment a? O! ol ) \)\IB:)' Wi }((Zompression, type @)Mud r Q% %
'ﬂElevation of extremity = W{Regular elevation of extremity
\iExercise / ROM / calf pump E{pﬂegular exercise, perform ROM / calf pump exercise
}‘Complete Decongestive Therapy / MLD Other M (—D

‘ﬁ Compression / type _OLMMV\/ WLympha Press® (requires a failed 4-week trial of

y . . conservative treatments)
L] Use of a Basic Pneumatic Compression Pump

Giitoiie of Treatmenits Prescribing Clinician Signature (if applicable)

Do significant symptoms remain? @N

S 7

Assessment Completed by: \Zﬂ_ ) (- W y’h

| RS

Signature:



lg - p h - P'e” FAX 888-475-3508

COMPRESSION/LYMPHEDEMA PUMP PRESCRIPTION FORM

Patient Name: DOB: Ma foms 0//12)/755/

Patient Phone #: (physician) Kare, L. Herbst. MD. PhD
© 320~ Y9748

SEGMENTAL APPLIANCE: LEGS: x LT x RT ARMS: x LT x_RT

Special request:

—_— e —
Treatment Pressures— \__ FREQ /DAY MIN  Length of Necessity: 99 miths
Defafiit: 40mmHg, TID/BID, 60 miy (99= purchase)

———————

PLEASE CHECK ANY CONDITIONS THAT MAY APPLY TO THE PATIENT

Diagnosis:

[ 1197.2 POST MASTECTOMY SYNDROME --Date of Surgery:
[/

[ ]1Q82.0 PRIMARY LYMPHEDEMA

[ x | 189.0 OTHER CAUSES OF SECONDARY LYMPHEDEMA
[ ] VENOUS INSUFFICIENCY causing Secondary Lymphedema
[ | TUMOR(S) OBSTRUCTING LYMPHATIC FLOW
[ 1 SCARRING of the lymph channels — cellulitis, lymphangitis
[ 1 CANCER SURGERY or radiation causing Lymphedema
| x ] OTHER Lymphedema secondary to lipedema

“Passiple

[ 1187.2 CHRONIC VENOUS INSUFFICIENCY (with or without wounds)

PRESCRIBING PHYSICIAN: (please print) LAST __ Herbst FIRST_ Karen
NPI#: 1114977840 PHONE 310-882-5454 FAX 310-747-5908

PHYSICIAN SIGNATURE DATEY / Z/ 2021

7z




