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 Patient Name: ______________________________ DOB: _______________Date: __________ 

 
Replacement parts for mastectomy supplies (circle all that apply) 

 
L8000 Mastectomy bras 

L8030 Prosthesis 
 

or replace as medically necessary 
Diagnosis: _________________________ 

Length of need: __________ (99 months = lifetime) 
 
 

 
Signature: __________________________ Date: ________________  
 
Printed name: ___________________________________ NPI: ______________________  
 
 

Fax back to: (785) 235-9703 
 


	mastectomy Script

