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SECTION A Ce rtific a tio n  Ty p e /Da te :  INITIAL _ _ _ /_ _ _ /_ _ _   REV ISED _ _ _ /_ _ _ /_ _ _   RECERTIFICATION_ _ _ /_ _ _ /_ _ _

SECTION B Information in This Section May Not Be Completed by the Supplier of the Items/Supplies.

PATIENT NAME, ADDRESS, TELEPHONE a n d HIC NUMBER

(_ _  _ _  _ _ ) _ _  _ _  _ _  - _ _  _ _  _ _  _ _   HICN _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

SUPPLIER NAME, ADDRESS, TELEPHONE a n d NSC or a pplic a b le

NPI NUMBER/LEG ACY NUMBER

(_ _  _ _  _ _ ) _ _  _ _  _ _  - _ _  _ _  _ _  _ _   NSC or NPI # _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

NAME a n d ADDRESS of FACILITY

if applicable (see reverse)
PHY SICIAN NAME, ADDRESS, TELEPHONE a n d a pplic a b le 

NPI NUMBER or UPIN

(_ _  _ _  _ _ ) _ _  _ _  _ _  - _ _  _ _  _ _  _ _   UPIN or NPI # _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

PLACE OF SERVICE_ _ _ _ _ _ _ _ _ _ _ _ _ _                     HCPCS CODE         PT DOB _ _ _ _ /_ _ _ _ /_ _ _ _       Sex  _ _ _ _  (M/F)   

EST. LENG TH OF NEED (#  OF MONTHS): _ _ _ _ _ _  1-99 (99=LIFETIME) DIAG NOSIS CODES (ICD-9):  _ _ _ _ _ _    _ _ _ _ _ _    _ _ _ _ _ _    _ _ _ _ _ _

ANSW ERS ANSW ER Q UESTIONS 1-9. (Circ le Y for Y es, N for No, or D for Does Not Apply , u n less oth erw ise n oted.)

ANSW ER Q UESTIONS 7 -9 ONL Y IF PO2 =  56 – 59 OR OX Y G EN SATURATION =  89 IN Q UESTION 1

NAME OF PERSON ANSW ERING  SECTION B Q UESTIONS, IF OTHER THAN PHY SICIAN (Plea se Prin t):

NAME:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ TITLE:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ EMPLOY ER:_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

(1) Na rra tive desc ription  of a ll items, a c c essories a n d option s ordered; (2) Su pplier’s c h a rg e a n d (3) Medic a re Fee Sc h edu le Allow a n c e for ea c h

item, a c c essory  a n d option . (See in stru c tion s on  b a c k .)

I c ertify  th a t I a m th e trea tin g  ph y sic ia n  iden tified in  Sec tion  A of th is form. I h a ve rec eived Sec tion s A, B a n d C of th e Certific a te of Medic a l

Nec essity  (in c lu din g  c h a rg es for items ordered). An y  sta temen t on  my  letterh ea d a tta c h ed h ereto, h a s b een  review ed a n d sig n ed b y  me. I 

c ertify  th a t th e medic a l n ec essity  in forma tion  in  Sec tion  B is tru e, a c c u ra te a n d c omplete, to th e b est of my  k n ow ledg e, a n d I u n dersta n d th a t 

a n y  fa lsific a tion , omission , or c on c ea lmen t of ma teria l fa c t in  th a t sec tion  ma y  su b jec t me to c ivil or c rimin a l lia b ility .

PHY SICIAN’S SIG NATURE  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _   DATE  _ _ _ _ _ /_ _ _ _ _ /_ _ _ _ _

_ _ _ _ _ _ _ _ _ _

_ _ _ _ _ _ _ _ _ _

_ _ _ _ _ _ _ _ _ _

_ _ _ _ _ _ _ _ _ _

a )_ _ _ _ _ _ _ _ _ mm Hg

b )_ _ _ _ _ _ _ _ _ _ _ _ _ %

c )_ _ _ _ /_ _ _ _ /_ _ _ _

1 2 3

1 2 3

Y N      D

_ _ _ _ _ _ _ _ _ _ _ _ _ _ LPM

a )_ _ _ _ _ _ _ _ _ mm Hg

b )_ _ _ _ _ _ _ _ _ _ _ _ _ %

c )_ _ _ _ /_ _ _ _ /_ _ _ _

1. En ter th e resu lt of most rec en t test ta k en  on  or b efore th e c ertific a tion  da te listed in  Sec tion  A. En ter (a ) a rteria l b lood 

g a s PO2 a n d/or (b ) ox y g en  sa tu ra tion  test;  (c ) da te of test.

2. W a s th e test in  Q u estion  1 performed (1)  w ith  th e pa tien t in  a  c h ron ic  sta b le sta te a s a n  ou tpa tien t, (2) w ith in  tw o 

da y s prior to disc h a rg e from a n  in pa tien t fa c ility  to h ome, or (3) u n der oth er c irc u msta n c es?

3. Circ le th e on e n u mb er for th e c on dition  of th e test in  Q u estion  1: (1) At Rest; (2) Du rin g  Ex erc ise; (3) Du rin g  Sleep

4. If y ou  a re orderin g  porta b le ox y g en , is th e pa tien t mob ile w ith in  th e h ome?  If y ou  a re n ot orderin g  porta b le 

ox y g en , c irc le D.

5. En ter th e h ig h est ox y g en  flow  ra te ordered for th is pa tien t in  liters per min u te. If less th a n  1 LPM, en ter a  “X ”.

6 . If g rea ter th a n  4 LPM is presc rib ed, en ter resu lts of most rec en t test ta k en  on  4 LPM. Th is ma y  b e a n  (a ) a rteria l 

b lood g a s PO2 a n d/or (b ) ox y g en  sa tu ra tion  test w ith  pa tien t in  a  c h ron ic  sta b le sta te. En ter da te of test (c ).

Y N     

Y N   

Y N    

7 . Does th e pa tien t h a ve depen den t edema  du e to c on g estive h ea rt fa ilu re?

8. Does th e pa tien t h a ve c or pu lmon a le or pu lmon a ry  h y perten sion  doc u men ted b y  P pu lmon a le on  a n  EK G  or b y  a n  

ec h oc a rdiog ra m, g a ted b lood pool sc a n  or direc t pu lmon a ry  a rtery  pressu re mea su remen t?

9. Does th e pa tien t h a ve a  h ema toc rit g rea ter th a n  56 % ?

SECTION C Narrativ e D escription of Eq uipment and Cost

SECTION D P hysician A ttestation and Sig nature/D ate
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SECTION A : (May be completed by the supplier)

CERTIFICATION If th is is a n  in itia l c ertific a tion  for th is pa tien t, in dic a te th is b y  pla c in g  da te (MM/DD/Y Y ) n eeded in itia lly  in  th e spa c e 

TY PE/DATE: ma rk ed “INITIAL.” If th is is a  revised c ertific a tion  (to b e c ompleted w h en  th e ph y sic ia n  c h a n g es th e order, b a sed on  

th e pa tien t’s c h a n g in g  c lin ic a l n eeds), in dic a te th e in itia l da te n eeded in  th e spa c e ma rk ed “INITIAL,” a n d in dic a te th e 

rec ertific a tion  da te in  th e spa c e ma rk ed “REVISED.” If th is is a  rec ertific a tion , in dic a te th e in itia l da te n eeded in  th e 

spa c e ma rk ed “INITIAL,” a n d in dic a te th e rec ertific a tion  da te in  th e spa c e ma rk ed “RECERTIFICATION.” W h eth er 

su b mittin g  a  REVISED or a  RECERTIFIED CMN, b e su re to a lw a y s fu rn ish  th e INITIAL da te a s w ell a s th e REVISED or 

RECERTIFICATION da te.

PATIENT In dic a te th e pa tien t’s n a me, perma n en t leg a l a ddress, teleph on e n u mb er a n d h is/h er h ea lth  in su ra n c e c la im n u mb er

INFORMATION: (HICN) a s it a ppea rs on  h is/h er Medic a re c a rd a n d on  th e c la im form.

SUPPLIER In dic a te th e n a me of y ou r c ompa n y  (su pplier n a me), a ddress a n d teleph on e n u mb er a lon g  w ith  th e Medic a re Su pplier 

INFORMATION: Nu mb er a ssig n ed to y ou  b y  th e Na tion a l Su pplier Clea rin g h ou se (NSC) or a pplic a b le Na tion a l Provider Iden tifier (NPI). 

If u sin g  th e NPI Nu mb er, in dic a te th is b y  u sin g  th e q u a lifier X X  follow ed b y  th e 10-dig it n u mb er. If u sin g  a  leg a c y  

n u mb er, e.g . NSC n u mb er, u se th e q u a lifier 1C follow ed b y  th e 10-dig it n u mb er. (For ex a mple. 1Cx x x x x x x x x x )

PLACE OF SERVICE: In dic a te th e pla c e in  w h ic h  th e item is b ein g  u sed, i.e., pa tien t’s h ome is 12, sk illed n u rsin g  fa c ility  (SNF) is 31, En d 

Sta g e Ren a l Disea se (ESRD) fa c ility  is 6 5, etc . Refer to th e DMERC su pplier ma n u a l for a  c omplete list.

FACILITY NAME: If th e pla c e of servic e is a  fa c ility , in dic a te th e n a me a n d c omplete a ddress of th e fa c ility .

HCPCS CODES: List a ll HCPCS proc edu re c odes for items ordered.  Proc edu re c odes th a t do n ot req u ire c ertific a tion  sh ou ld n ot b e 

listed on  th e CMN. 

PATIENT DOB, HEIG HT, In dic a te pa tien t’s da te of b irth  (MM/DD/Y Y ) a n d sex  (ma le or fema le); h eig h t in  in c h es a n d w eig h t in  pou n ds, if req u ested.

W EIG HT AND SEX :

PHY SICIAN NAME, In dic a te th e PHY SICIAN’S n a me a n d c omplete ma ilin g  a ddress.

ADDRESS:

PHY SICIAN Ac c u ra tely  in dic a te th e trea tin g  ph y sic ia n ’s Un iq u e Ph y sic ia n  Iden tific a tion  Nu mb er (UPIN) or a pplic a b le Na tion a l 

INFORMATION: Provider Iden tifier (NPI). If u sin g  th e NPI Nu mb er, in dic a te th is b y  u sin g  th e q u a lifier X X  follow ed b y  th e 10-dig it n u mb er.

If u sin g  UPIN n u mb er, u se th e q u a lifier 1G  follow ed b y  th e 6 -dig it n u mb er. (For ex a mple. 1G x x x x x x )

PHY SICIAN’S In dic a te th e teleph on e n u mb er w h ere th e ph y sic ia n  c a n  b e c on ta c ted (prefera b ly  w h ere rec ords w ou ld b e a c c essib le 

TELEPHONE NO: perta in in g  to th is pa tien t) if more in forma tion  is n eeded.

SECTION B: (May not be completed by the supplier. W hile this section may be completed by a non-physician clinician, or a 

P hysician employee, it must be rev iew ed, and the CMN sig ned (in Section D ) by the treating  practitioner.)

EST. LENG TH OF NEED: In dic a te th e estima ted len g th  of n eed (th e len g th  of time th e ph y sic ia n  ex pec ts th e pa tien t to req u ire u se of th e ordered 

item) b y  fillin g  in  th e a ppropria te n u mb er of mon th s. If th e pa tien t w ill req u ire th e item for th e du ra tion  of h is/h er life, 

th en  en ter “ 99”.

DIAG NOSIS CODES: In  th e first spa c e, list th e ICD9 c ode th a t represen ts th e prima ry  rea son  for orderin g  th is item. List a n y  a ddition a l ICD9 

c odes th a t w ou ld fu rth er desc rib e th e medic a l n eed for th e item (u p to 4 c odes).

Q UESTION SECTION: Th is sec tion  is u sed to g a th er c lin ic a l in forma tion  to h elp Medic a re determin e th e medic a l n ec essity  for th e item(s) b ein g  

ordered. An sw er ea c h  q u estion  w h ic h  a pplies to th e items ordered, c irc lin g  “Y ” for y es, “N” for n o, or “D” for does n ot a pply . 

NAME OF PERSON If a  c lin ic a l profession a l oth er th a n  th e trea tin g  ph y sic ia n  (e.g ., h ome h ea lth  n u rse, ph y sic a l th era pist, dietic ia n ) or a  

ANSW ERING  SECTION B ph y sic ia n  employ ee a n sw ers th e q u estion s of Sec tion  B, h e/sh e mu st prin t h is/h er n a me, g ive h is/h er profession a l title 

Q UESTIONS: a n d th e n a me of h is/h er employ er w h ere in dic a ted. If th e ph y sic ia n  is a n sw erin g  th e q u estion s, th is spa c e ma y  b e left b la n k .

SECTION C: (To be completed by the supplier)

NARRATIVE Su pplier g ives (1) a  n a rra tive desc ription  of th e item(s) ordered, a s w ell a s a ll option s, a c c essories, su pplies a n d dru g s;  

DESCRIPTION OF (2) th e su pplier’s c h a rg e for ea c h  item(s), option s, a c c essories, su pplies a n d dru g s; a n d (3) th e Medic a re fee sc h edu le 

EQ UIPMENT & COST: a llow a n c e for ea c h  item(s), option s, a c c essories, su pplies a n d dru g s, if a pplic a b le.

SECTION D : (To be completed by the physician)

PHY SICIAN Th e ph y sic ia n ’s sig n a tu re c ertifies (1) th e CMN w h ic h  h e/sh e is review in g  in c lu des Sec tion s A, B, C a n d D; (2) th e 

ATTESTATION: a n sw ers in  Sec tion  B a re c orrec t; a n d (3) th e self-iden tify in g  in forma tion  in  Sec tion  A is c orrec t.

PHY SICIAN SIG NATURE After c ompletion  a n d/or review  b y  th e ph y sic ia n   of  Sec tion s A, B a n d C, th e ph y sic ia n ’s mu st sig n  a n d da te th e CMN 

AND DATE: in  Sec tion  D, verify in g  th e Attesta tion  a ppea rin g  in  th is Sec tion . Th e ph y sic ia n ’s sig n a tu re a lso c ertifies th e items ordered

a re medic a lly  n ec essa ry  for th is pa tien t.

INSTRU CTIONS FOR COMP LETING TH E CERTIFICATE 
OF MEDICAL NECESSITY FOR OXYGEN  (CMS-484)

Ac c ordin g  to th e Pa perw ork  Redu c tion  Ac t of 1995, n o person s a re req u ired to respon d to a  c ollec tion  of in forma tion  u n less it displa y s a  va lid OMB c on trol n u mb er. Th e va lid OMB c on trol n u mb er for

th is in forma tion  c ollec tion  is 0938-0534. Th e time req u ired to c omplete th is in forma tion  c ollec tion  is estima ted to a vera g e 12 min u tes per respon se, in c lu din g  th e time to review  in stru c tion s, sea rc h  

ex istin g  resou rc es, g a th er th e da ta  n eeded, a n d c omplete a n d review  th e in forma tion  c ollec tion . If y ou  h a ve a n y  c ommen ts c on c ern in g  th e a c c u ra c y  of th e time estima te or su g g estion s for improvin g

th is form, plea se w rite to: CMS, Attn : PRA Reports Clea ra n c e Offic er, 7 500 Sec u rity  Blvd. Ba ltimore, Ma ry la n d 21244.

Form CMS-484 (09/05)  INSTRUCTIONS

D O NOT SU BMIT CL A IMS TO TH IS A D D R ESS. P lease see http://www.medicare.gov/ for information on claim filing .


