
 
IMS Experts 

Physician Detail Written Order and  
Letter of Medical Necessity (LMN) 

 

Cervical Traction Device  
 

PATIENT NAME:  ICD-10 / DX:  

DOB:  HCPC CODE:  

PHYSICIAN:  NPI:  

PHYSICIAN PH #:  MED LICENSE:  

 
These prescribed durable medical equipment product(s) are for treatment of the referenced patient.   It is both 
reasonable and medically necessary to effectuate a maximum and expedient recovery. 
 
 

 

CERVICAL TRACTION DEVICE FOR PRESCRIBED PT:   Choose option which applies to patient 

 

Cervical traction devices (E0840-E0855 and E0860) are covered only if both of the following criteria are 

met:  

⃝ The beneficiary has a musculoskeletal or neurologic impairment requiring traction equipment; and 

⃝ The appropriate use of a home cervical traction device has been demonstrated to the beneficiary and the 

beneficiary tolerated the selected device.  

 

Cervical traction devices described by code E0849 or E0855 are covered only when criteria 1 and 2 above 

and either criterion A, B or C below has been met:  

⃝ The beneficiary has a diagnosis of temporomandibular joint (TMJ) dysfunction; and has received 

treatment for the TMJ condition; or, 

⃝ The beneficiary has distortion of the lower jaw or neck anatomy (e.g., radical neck dissection) such that a 

chin halter is unable to be utilized; or, 

⃝ The treating physician orders and/or documents the medical necessity for greater than 20 pounds of 

cervical traction in the home setting.  

 

 

 
Type of Device/Manufacturer issued to patient:______________________________  Qty:___________ 
Date of Order:______________    Patient Start Date:________________    
Length of Need:  ( check one )      ⃝ 99 months/lifetime      ⃝ Rental    ⃝ Other Duration___________ 
 
 
X____________________________________________     Date________________________________ 
Physician Signature (NO STAMP) 
 
This information will become part of the dictation and permanent clinical record of the above patient. 
 
 

 

Fax orders to (817)473-1839 or 
email imsexpertsintake@att.net 
 
Rep Name: __________________ 
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