
Pharmacy & Medical Supplies
Phone: 207-784-3700 | Fax: 207-795-7622

FREESTYLE LIBRE CONTINUOUS GLUCOSE MONITORING 
PRESCRIPTION & CERTIFICATE OF MEDICAL NECESSITY

PATIENT INFORMATION

Name: DOB: Gender:         Male         Female Phone:

Street/City/State/Zip:

PHYSICIAN INFORMATION

Physician: NPI #:

Hospital/Clinic: Phone #: Fax #:

Street/City/State/Zip:

Signature:________________________________________________________________________________________________________________________________________________ Date:____________________________

419.4PLEASE FAX COMPLETED FORM TO BEDARD PHARMACY & MEDICAL SUPPLIES: 207-795-7622

PRESCRIPTION

O
rd

er
 

Ty
pe

Ch
oo

se
 1

        Replacement CGM    :_______________________________________________________________________________________________
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        Freestyle Libre 14 Day System         Freestyle Libre 2 System

        Freestyle Libre 3 System

 Dispense Qty:  0          Other:________
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ly         Reader (E2103)        DME ONLY: 1/365

________        

        Sensors (A4239)        DME ONLY: 6/84
        Dispense Qty:          2 (1 mth)           6 (3 mths)          Other:__________ __________  
        

STATEMENT OF MEDICAL NECESSITY (PHYSICIAN USE ONLY)

Diagnosis (ICD-10):  Type 1:          E10.9          E10.65      Type 2:          E11.9          E11.65          Other:

Prescribed # of glucose tests per day: Blood glucose value range:                to mg/dL # SMBG/day: to per day

mg/dL           Date: Latest HbA1c Result: Date:

SUPPORTING CLINICAL INDICATIONS

        History of hypoglycemia unawareness

        History of nocturnal hypoglycemia

        Recurring episodes of severe hypoglycemia

        Evidence of unexplained severe hypoglycemia

        Poor glycemic control as evidenced by 72 hour CGMS sensing trial

Sig: Use as directed to test glucose levels. 
Freestyle Libre 2 Plus System Freestyle Libre 3 Plus System


