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RX Medical Need Rental Breast Pump

E0604 Breast Pump Device, Electric
2391 - Encounter for the care and examination of |oc+ofing mother

DIAGNOSIS

Latch Difficulties

Prematurity
Weeks Gestation

Congenital Abnormality of Infant
Specify Condition

Neurological Abnormality of Infant
Specify Condition

Mastitis

Hyperbilirubinemia

Inadequate Milk Supply

Infant Food Allergy

Abnormal Weight Loss of Infant
Acutely Il Infant

Primary Diagnosis

Maternal Postpartum Complications
Specify Condition

Maternal Medical Condition

Specify Condition

LENGTH OF RENTAL

up to

up to

upto_____

up to

upto___

up to _
up to _

up to _

up to __

up to __

up to __

up to __

upto___

months

months

__ months

months

months
months
months
months
_ months
_ months
_ months

_ months

_ months

Date:

Provider's Name (printed)

5930 South 58th Street, Lincoln, NE 68156 | 402.423.6402 (p) | 402.423.6422 (f)
10818 Elm Street, Omaha | 402.502.0617 (p) | 402.502.4676 (f)
www.milkworks.org



