*** Order must be signed by an "MD" or
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JOINT COMMISSION ACCREDITED

STATEMENT OF CERTIFYING PHYSICIAN

Patient Name: Date Ordered:
Patient Name: DOB:
DOB:
I certify that all of the following statements are true:
Patient Address:
1. The patient has diabetes mellitus. ICD-10 Code:
Insurance ID #: 2. The patient has one of the following conditions (select all that may
apply)
Diagnosis: Length of Need:
History of partial or complete amputation of the foot
Check all that apply: Peripheral neuropathy with evidence of callus formation
Diabetes Mellitus History of previous foot ulceration
Hammertoe (s) Foot deformity
Bunion (s) History of pre-ulcerative callus
Ulcer (s) Poor Circulation
Posterior Tib. Disorder 3.1 am treating this patient under a comprehensive plan and care for
his/her diabetes
Peripheral Vascular Disease
4. This patient needs special shoes (depth or custom-molded) and/or

inserts because of their diabetic condition.

The patient requires: Certifying Physician Information: (must be signed by a MD or

Diabetic Foorware, non custom (A5500) - 1 pair DO)
(unless otherwise indicated)
With: Physician Name: NPI:
Custom Molded Inserts (A5513) Physician Address:
Toe Filler (L3550)
Enrolled in PECOS: E NO Enrolled in CMAP: YES NO
Date of last visit pertaining to diabetes management: (Face to
Face)
Physician Signature:
Physician Name: NPI:
Physician Address:

Date:
Physician Signature:
Date:
**It is important to note that even though you may complete and sign a form attesting that all of
the coverage requirements have been met, there also must be documentation in your records that

indicate that you are managing the patient's diabetes and that one of the conditions listed below is
present. If requested by the supplier, you must provide copies of those records



	Blank Page
	Shoe Form.pdf
	Blank Page
	Para Pharm Diabetic Shoe form draft 1 (1).pdf
	Blank Page


	newshoeform.pdf
	Blank Page


	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Text24: 
	Check Box25: Off
	Check Box26: Off
	Check Box35: Off
	Text38: 
	Text39: 
	Date41_af_date: 
	Text42: 
	Text43: 
	Date45_af_date: 
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Text79: 
	Date80_af_date: 
	Text81: 
	Text82: 
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off


