Star Medical Specialties

o Star Medical Specialties has been in the Enteral
Nutrition business since 1995.

o We are ableto provide superior service and selection
because we exclusively specialize in Enteral Nutrition
products and equipment.

o Star Medical provides products and services across
the United States and internationally.

e Our employees coordinate initial delivery with the
home health nursing staff and/or the doctor’s office
or discharge planners to provide the best possible
patient education.




The Star Medical Staff Includes

e Spanish interpreter

e Dedicated intake staff

o Patient education/set-up personnel
e Experienced insurance personnel

Office Hours:
Monday - Friday, 8:30 a.m. - 5:00 p.m. CST
(Central Standard Time Zone)

Contact Us:
4836 Sunbelt Dr
Addison, TX 75001

Or

227 W. Main St.
Marietta, OK 73448

972-380-2065 Office
800-368-2065 Toll Free Office
972-380-9488 Fax
800-301-9488 Toll Free Fax




Admitting your patient to
Star Medical

1.  Call 800-368-2065 to speak with our professional
intake staff.

2. Faxrequested documents to 800-301-9488
3. We do the restl!

Star Medical accepts:

*  Medicare

. Parkland Kidsfirst

e Medicaid (Texas & Oklahomal)
. Parkland Healthfirst

e  BlueCross BlueShield

e Texas CSHCN

e AETNA

And other insurance assignment for adult
and pediatric patients.




Our Products

Star Medical offers enteral feeding pumps from:
. Novartis

e [evex

. RoOss

e Kendall (Kangaroo)

Star Medical delivers the pump and supplies that most
appropriately meet your patient’s needs.

e  Stationary pumps

e Ambulatory pumps

e  Adult and pediatric pumps

. Long battery-life pumps

Enteral feeding buttons and supplies by:

. RosS

. Bard

Ballard/Mic-Key

*  Viasys Corpak

e Also available is the Farrell Valve Bag System from
Corpak for gastric distention relief.

Our enteral formula vendors include:
. Nestle

. Novartis

. Nutricia

. Mead Johnson

. Ross

. Applied Nutrition

. Llorens Pharmaceuticals




Patient Education & Set-Up

Star Medical’s professionally trained employees will
deliver the pump and all related supplies to the patient
at the hospital prior to discharge or directly to the
patient’s home.

The patient and caregivers will be instructed on the
proper use of the pump. Star Medical employees will
make sure the patient and caregiver understand how
to operate the pump to deliver the correct rate of
formula prior to leaving. (Local area only)

Star Medical personnel are available to troubleshoot
any pump issues by phone or home visit,




Home Health Services (Title XIX) DME/Medical Supplies Physician Order Form

See instructions for completing Title XIX Home Health Durable Medical Equipment (DME)/Medical Supplies Physician Order Form. This order form cannot
be accepted beyond 90 days from the date of the physician's signature. Fax completed form to 1-512-514-4209.

Section A: Requested Durable Medical Equipment and Supplies

This section was completed by (check one): [1 Requesting Physician O Supplier

Client name: Client date of birth: / /

Client Medicaid number: Is client under 21 years of age? YES [0 NoO [

Supplier name: Supplier address:

Supplier telephone: Supplier Fax: Supplier TPI:

Supplier NPI: Supplier Taxonomy: Supplier Benefit Code:
Physician name: Physician telephone: Physician Fax:

I certify that the services being supplied under this order are consistent with the physician's determination of medical necessity and
prescription. The prescribed items are appropriate and can safely be used in the client’s home when used as prescribed.

DME/medical supplies provider representative signature: Date: / /

DME/medical supplies provider representative name (Typed or Printed):

Item HCPCS Code Description of Quantity Price Prior Beyond
Number DME/medical authorization
supplies required?

1
Custom item?
quantity Iimit?1

oy ON ay ON ay ON

ay ON ay ON Oy ON

Oy ON Oy ON Oy ON

Oy ON Oy ON Oy ON

a| & W N P

ay ON ay ON ay ON

1. If “Yes,” additional documentation must be provided to support determination of medical necessity.

[J Check if additional documentation is attached as outlined in the TMPPM.

Is the DME Provider Medicare certified? YES O NO [ If yes, indicate Medicare number:

Section B: Diagnosis and Medical Need Information
This is a prescription for DME/supplies and must be filled out by the prescribing physician.

ICD-9 Brief Diagnosis Descriptor Requested Item Number Complete justification for determination of

2 2
from Section A medical necessity for requested item(s)
(Refer to Section A, footnote 1)

2. Each item requested in Section A must have a correlating diagnosis and medical necessity justification.
Enter all ltem numbers from the table in Section A that pertain to each diagnosis.

If applicable, include height/weight, wound stage/dimensions and functional/mobility status in table below.

Height Weight Wound stage/dimensions Functionality/mobility status

Note: The "Date last seen" and "Duration of need" items below must be filled in.

Date last seen by physician: / /

Duration of need for DME: month (s) Duration of need for supplies: month (s)

By signing this form, | hereby attest that the information completed in Section “A” is consistent with the determination of the client's

current medical necessity and prescription. By prescribing the identified DME and/or medical supplies, | certify the prescribed items are appropriate
and can safely be used in the client’s home when used as prescribed.

Signature and attestation of prescribing physician: Date: / /

Signature stamps and date stamps are not acceptable

|Prescribing physician’s license number:

IPrescribing physician’s TPI: Prescribing physician’s NPI:

[J Check if all of the information in Section A was complete at the time of the prescribing provider signature

Effective Date_07302007/Revised Date_06012007



Addendum to Home Health Services (Title XIX) DME/Medical Supplies Physician Order Form

Section A: Requested Durable Medical Equipment and Supplies

This section was completed by (check one): [1 Requesting Physician O Supplier

Client name: Client date of birth: / /

Client Medicaid number: Is client under 21 years of age? Yes [0 No [

Supplier Information

Name: Telephone: Fax number:
Address:

TPI: NPI:

Taxonomy: Benefit Code:

Prescribing Physician Information

Name: Telephone: | Fax number:

I certify that the services being supplied under this order are consistent with the physician's determination of medical necessity and
prescription. The prescribed items are appropriate and can safely be used in the client’s home when used as prescribed.

DME/medical supplies provider representative signature: | Date: / /

DME/medical supplies provider representative name (Typed or Printed):

Item HCPCS Code Description of Quantity Price Prior Beyond Custom item?1
Number DME/medical authorization | oo neity limit?”
supplies required?
6 oY oN |oY aoN |oY oN
7 oY oN |oY aoN |oY oN
8 oY oN |oY aoN |oY oN
9 oY oN |oY aoN |oY oN
10 oY oN |oY aoN |[oY oN
11 oY oN |oY aoN |[oY oN
12 oY oN |oY aoN |[oY oN
13 oY oN |oY aoN |[oY oN
14 oY oN |oY aoN |[oY oN
15 oY oN |oY aoN |[oY oN
16 oY oN |oY aoN |[oY oN
17 oY oN |oY aoN |[oY oN
18 oY oN |oY aoN |[oY oN
19 oY oN |oY aoN |[oY oN
20 oY oN |oY aoN |[oY oN
21 oY oN |oY aoN |[oY oN
22 oY oN |oY oN |[oY oN
23 oY oN |oY oN |[oY oN
24 oY oN |oY oN |[oY oN
25 oY oN |oY oN |[oY oN
26 oY oN |oY oN |[oY oN

1. If “Yes,” additional documentation must be provided to support determination of medical necessity.

[ Check if additional documentation is attached as outlined in the TMPPM.

Is the DME Provider Medicare certified? YES O NO O If yes, indicate Medicare number:

Section B: Diagnosis and Medical Need Information
This is a prescription for DME/supplies and must be filled out by the prescribing physician.

By signing this form, | hereby attest that the information completed in Section “A” is consistent with the determination of the client's
current medical necessity and prescription. By prescribing the identified DME and/or medical supplies, | certify the prescribed items are appropriate
and can safely be used in the client’s home when used as prescribed.

Signature and attestation of prescribing physician: Date: / /

Signature stamps and date stamps are not acceptable

|Prescribing physician’s license number:

IPrescribing physician’s TPI: Prescribing physician’s NPI:

[J Check if all of the information in Section A was complete at the time of the prescribing provider signature

Effective Date_07302007/Revised Date_06012007



THSteps-CCP Prior Authorization Request Form

If any portion of this form is incomplete, it will be returned.

Request for: | ] pME O Supplies | O Private Duty Nursing O Inpatient Rehabilitation | [ Other

Client Information

Client Name (Last, First, Ml):

Medicaid Number (PCN): Date of Birth: / /

Supplier/Vendor Information

Supplier Name: | Telephone: Fax Number:

Supplier Address:

TPI: NPI: Taxonomy: Benefit Code:

Diagnosis and Medical Necessity of Requested Services

Dates of Service From: / / To: / /

HCPCS Code Brief Description of requested Services Retail Price

Note: HCPCS codes and descriptions must be provided.

Primary Practitioner’s Certifications—To be completed by the primary practitioner

By prescribing the identified DME and/or medical supplies, | certify to the following:
[ The client is under 21 years of age AND

[ The prescribed items are appropriate and can safely be used by the client when used as prescribed
For Private Duty Nursing, | certify:

[J The client’s medical condition is sufficiently stable to permit safe delivery of private duty nursing as described in the
plan of care.

Signature of prescribing physician: Date:
Printed or typed name of physician:
TPI: NPI: License Number:
Contact Information for Completed Forms For TMHP Use Only
Fax Number: 1-512-514-4212

Mailing Address: ccp
PO Box 200735
Austin, TX 78720-0735

Effective Date_07302007/Revised Date_06292007






