
1751 Second Avenue, NY, NY 10128 
NPI 1346590973 | Tax ID 263876331 

Phone: 855-879-8669 
Fax: 855-291-5930

Prescription Request Form 

Yummy Mummy has recently received a request to provide one of your patients with one or more of the 

below products to assist her with pregnancy and breastfeeding. In order to process an insurance claim for 

this item(s), we have asked your patient to request that her OBGYN complete the information below.   

Please return this signed form with your printed name and NPI by:

▪ FAX: (855)-291-5930
▪ or SECURE DOCUMENT UPLOAD AT YUMMYMUMMYSTORE.COM/DOCUMENTUPLOAD

Please note that Yummy Mummy will fulfill only the item(s) that the patient is covered for and has ordered. 

Product(s) ICD-10 Diagnosis Code 

Affordable Care Act (ACA) Covered Preventative Products 
Breast Pump (E0603) 
Breastmilk Storage Bags (A4287) 
Breast Milk Storage Resupply (PRN) (3-month supply) 
Breast Pump Parts (Shields (A4284), Tubing (A4281)
Bottles, Caps & Lids (A4285, A4283, A4286), Connector (A4282))

Z39.1 Care & Examination of 
Lactating Mother 

Other: _________________

Phy sician Name:  _________________________________________________ NPI: ______________________ 

Signa ture: _________________________________________     Date Signed: ______ / ______ / 

____________  

PATIENT INFORMATION *Indicates required field

PRESCRIBER INFORMATION 

PRODUCTS (Please check all boxes that apply)
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N ame of Mother: _____________________________________________________________________________ 

Mother’s Telephone:  (( ______ )- ________-____ _______  Mother’s Email: ___ ____________________________ 

Mother’s DOB:     ______  /_  _____ _   /___ _  __________   Baby’s  DOB OB /  Due e Date:  _______ / __ ____ / ____________

IMPORTANT INSTRUCTIONS:

• All fields must be completed prior to submitting the form.
• You have the option to fill out this form digitally and download the PDF “with your changes” or print and fill out in pen.
• Please note that your physician must have Adobe Acrobat or a compatible program in order to digitally sign this form.
• If a change is made to a printed form (e.g., crossing out a product or code that is not being prescribed), the prescriber 
   should sign their initials next to the change.
• All forms must be submitted via fax or secure upload once completed and signed.

Thank you for choosing Yummy Mummy! We look forward to being a part of your breastfeeding journey!

Amanda Cole
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