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THERAPEUTIC SHOES FOR DIABETICS

	Date: 
	
	Date of Birth:
	

	Patient Name:
	 
	Male             
	
	Female
	 

	HIC #/ Private Ins. #
	 
	Coinsurance #
	 

	Address:
	 
	Phone: 
	

	City:
	 
	State:
	
	Zip:
	


I certify that all of the following statements are true:                                 
1) This patient has diabetes mellitus.                                                        

2) This patient has one or more of the following conditions:           **ATTACH A COPY OF MEDICAL 
      (PLEASE CHECK ONE OR MORE)                                            RECORDS SHOWING THE
       _____History of partial or complete amputation of the foot             PHYSICIAN ASSESSED THE 
       _____History of previous foot ulceration                                            PATIENTS FEET AND THAT
       _____History of pre-ulcerative callus                                                  ONE OF THESE CONDITIONS
       _____Peripheral neuropathy with evidence of callus formation       EXIST.
       _____Foot deformity
       _____Poor Circulation

3) I am treating this patient under a comprehensive plan of care for his/her diabetes.

4) This patient needs special shoes (depth or custom-molded shoes) because of his/her diabetes.

ICD-10 Code: __                                                                                                                        _________  
	  __X__I prescribe the following: 

	  Custom Fitted Therapeutic Diabetic Shoes and Inserts

	__X__ 1 Pair Diabetic Shoes (HCPCS A5500)          __X_ 3 Pair Anti-Shock Inserts (HCPCS A5512)
_____ 1 Toe Block (HCPCS L5000)                          _____ 3 Pair Custom Inserts (HCPCS A5513)



	Model #: 
Size:
Style:
Color:



Diagnosis (narrative): ________________________________________________________________
I certify that all the preceding checked statements are true. 
Physician Signature(Must be M.D. or D.O.): ____________________________________     Date: ______________
	Physician Name: 
	
	NPI#
	

	Address:
	

	City:
	
	State: 
	MS
	Zip: 
	

	Phone:
	
	Fax:
	


625 S. PEAR ORCHARD


RIDGELAND, MS 39157


PH:  (601) 420-0064


FX:  (601) 420-0223








