
Breast Pump Prescription 
 

Rx:  Dual Breast Pump for Home Use 
 

Duration of Use:  Lifetime/99 Months 
 

Sig: #1  No Refills 
 

□  Dx:  Z39.1  Lactation 
 

    □  Dx:  Z33.1 Pregnant 
         E.D.C.________ 

 
Other Dx:___________________ 

 
Patient Information: 
Gender:  Female 
 
Name:_____________________________ 
Date of Birth:________________________ 
Address:____________________________ 
___________________________________ 
Patient Contact Number:_______________ 

 
Medical Supply Company: 
Name:______________________ 
Fax Number:  ________________ 
 
 
Prescriber Signature:________________________ 
Prescriber Name:___________________________ 
NPI:______________________ 
Date:_____________________ 


