DIABETIC FOOTWEAR PRESCRIPTION FORM

NOTE: FOR COVERAGE BY MEDICARE (AND OTHER INSURANCE) THIS PRESCRIPTION MUST BE ACCOMPANIED BY A SIGNED STATEMENT OF CERTIFYING PHYSICAN (SCP). THE SCP MUST BE SIGNED BY THE M.D. OR D.O. MANAGING THE PATEINT’S SYSTEMIC DIABETIC CONDTION.
Patient Name: _______________________________     Date: ______________

Address: _________________________________________________________

City:
___________________________________  State: _____  Zip: ________

Diagnosis   
(250.00 to 250.93)  _______ . ____

Check All Conditions That Apply:

(  Previous Amputation

(  Previous Ulceration

(  Previous Pre-ulcer Callus

(  Peripheral Neuropathy w/ Callus Formation

(  Foot Deformity

(  Poor Circulation

Check Prescribed Procedures:

(  Extra Depth Shoes – indicate insert type and quantity below 
(  Direct Mold Inserts – (A5512) heat molded to patient foot  

    # of pairs:  3  2  1   (Average life per insert is 4 months)*

(  Custom Inserts – (A5513) made from patient foot model  

    # of pairs:  3  2  1   (Average life per insert is 4 months)*

(  Custom Molded Shoes – (A5501) and a total of 3 pairs of custom inserts

(  Shoe Modification (specify) _______________________________

* Medicare and other insurance carriers allow up to 3 pairs of diabetic inserts per annum. The average insert will only last approximately 4 months. In order for the patient to have inserts for the life of the shoes, we strongly recommend three pairs of inserts be dispensed with each pair of shoes.

____________________________  ______________________  ___/___/___

Physician (printed)


      Physician Signature                              Date

____________________________  _________________________________

Physician Address                                                 Physician NPI #

____________________________  _________________________________






       Physician Phone #

Please contact Feet 1st Shoes for a fitting appointment 

904-731-FEET (3338)

