
HBOT Physician Fax-Back Referral Form

Hyperbaric Therapy of Brook Park
15900 Snow Rd. Suite 600
Brook Park, Ohio 44142
Website: www.oxygenairtherapy.com
Email: info@oxygenairtherapy.com | Fax: 216-417-1854

Patient Information

Patient Name: DOB:

Insurance: Member ID:

Primary Diagnosis (Wound / Tissue Complication) — list FIRST

• L59.8 – Radiation-related soft tissue injury / radionecrosis
• L59.9 – Radiation-related skin/subcutaneous disorder, unspecified
• T86.821 – Skin graft failure
• T86.822 – Skin graft infection
• T86.828 – Other complication of skin graft
• T81.30XA / T81.31XA – Wound disruption (dehiscence)
• Other (specify ICD-10): ___________________________

Supporting Diagnoses — list AFTER primary

• Z92.3 – Personal history of irradiation
• Z85.3 – Personal history of malignant neoplasm of breast
• C50.* – Malignant neoplasm of breast (if active disease documented)
• Z90.11 / Z90.12 / Z90.13 – Acquired absence of breast (post-mastectomy)
• Other (specify ICD-10): ___________________________

Brief Clinical Summary (surgery date, complication, radiation
history, urgency)

Referring Provider

Physician Name: Practice:

Phone: NPI:



Office Contact: Email:

Physician Signature & Date

Signature: Date:


