
 

 

 

 

 
Physician, Nurse Practitioner & Midwife Use Only 

 

Individual Electric Breast Pump – purchase (E0603) & Accessories 

Diagnosis: Breastfeeding /Lactating Mother (Z39.1) 

 
 

Provider’s Name:________________________________________________________________ NPI#____________________________________ 
 

Provider’s Signature:___________________________________________________________ Date:____________________________________ 
 

Providers’s Phone:____________________________________________ Referral Made By:______________________________________ 
 

Physician, Nurse Practitioner, Midwife Confirmation of Verbal Order- This form functions as a Prescription and Letter of Medical Necessity for Breast Pump and 

necessary accessories for a lifetime need. 

 
 
 

 

Please fax order to Milk N Mamas Baby: 888-606-8425 

                    

BREAST PUMP REFERRAL ORDER FORM 
 

 

 

Patient Name:   DOB:   

Address:      

Daytime Phone: Email Address:                                                                 

Primary Insurance:            Member Identification Number:    

Secondary Insurance:            Member Identification Number:   

 
 

 

 

 
 


