Vital Milk

Breastfeeding Support and Breast Pumps

PRESCRIPTION ORDER FORM

Vital Milk can provide your patients with a free in-home visit** by a Certified Lactation Counselor (CLC)
upon delivery of an insurance-covered breast pump. We provide this service to offer evidence-based
breastfeeding support and also to ensure our clients know how to use an electric breast pump properly to
establish, maintain and/or increase their milk supply.

The 100% insurance-covered double electric breast pumps that Vital Milk supplies:
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Hygeia Enjoye Medela Pump In Style Advanced

w/ size 24mm flange set

Starter Set w/ battery pack and
size 24mm & 27mm flange sets

.
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Spectra 2+
w/size 24mm & 28mm
flange sets

Unimom Minuet

w/size 24mm & 28mm

flange sets

Ameda Finesse
w/multiple size flanges,

a cooler bag and more.

PATIENT INFORMATION:

*NAME:

*DATE OF BIRTH:

*PHONE:

ADDRESS:

DUE DATE OR BABY’S D.O.B.:

EMAIL:

INSURANCE CO. NAME AND MEMBER ID:

BREAST PUMP PRESCRIPTION/PHYSICIAN’S ORDER:

Other:

*RX Equipment Order: E0603 Breast Pump, electric E0602 breast pump, manual
Other:
*Diagnosis: 739.1 Encounter for care and examination of lactating mother

*PRESCRIBER’S NAME:

*SIGNATURE: DATE:
N.P.L:
*REQUIRED THIS FORM IS DOWNLOADABLE AT VITALMILK.COM

Upon receipt of this form, Vital Milk will make several attempts to reach your patient. If we are unable to connect
with your patient within 10 business days, we will notify you to determine how to proceed with the order. Please
call Vital Milk or email orders@yvitalmilk.com anytime to obtain the order status and/or to make requests for
more forms, “breastfeeding basics” post cards, etc.

**in-home visit: this service is offered throughout Massachusetts, please visit our website for a list of towns/cities

Certified Minority & Woman-owned

Business Enterprise

13 Montague Rd. Amherst, MA 01002

Phone: 413-284-4993
Fax: 1-855-543-8942

VITALMILK.COM

Accredited Facility
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