DME living Well
297 East Center Street
Manchester, CT 06040
860-674-1601    fax 888-897-3010
Statement of Certifying Physician
Patient: _____________________________________________________________________________
Patient D.O.B.:_________________________ Patient Phone:___________________________________
1) This patient has diabetes mellitus: 
____Type II 		______Type I 
2) QUALIFYING CONDITIONS: I have diagnosed and am including my notes showing that this patient has one or more of the following: 
____Poor circulation                 ______Foot deformity 
_____Peripheral neuropathy with evidence of callus formation 
_____History of pre-ulcerative callus   	_______History of previous foot ulceration 
_____History of partial or complete amputation of the foot
3) I am treating this patient under a comprehensive plan for care of his/her diabetes. 
4) This patient needs special shoes (extra depth or custom molded) because of his/her diabetes. 
5) This patient needs shoe inserts (heat molded or custom fabricated) because of his/her diabetes. 

Physician Signature: ____________________________________________________________________
Physician Name: _______________________________________________________________________
NPI #:_____________________________________    Date:_____________________________________
Physician Phone:_______________________________________________________________________
Physician Address:______________________________________________________________________
[bookmark: _GoBack]***BOTH SECTIONS NEED TO BE FILLED OUT PLEASE***
Prescription for Diabetic Shoes and Inserts
Patient: ______________________________________________________________________________
Patient D.O.B.:_____________________________ Patient Phone:_______________________________
1) Type of shoes prescribed (check): 
________Extra Depth (A5500) - 1 pair, unless otherwise noted
2) Type of inserts prescribed (check one): 
____________Custom Fabricated (A5513) - 3 pairs, unless otherwise noted
____________Heat Moldable (A5512) - 3 pairs, unless otherwise noted 
ICD 10: ____________________
Physician Signature: ____________________________________________________________________
Physician Name: _______________________________________________________________________
NPI #:___________________________________ Date:________________________________________
Physician Phone:_______________________________________________________________________
Physician Address:______________________________________________________________________

**NOTE: Most recent office visit to Primary Care Physician and diagnosis of and/or treatment of qualifying condition must be within 6 months of patient receiving diabetic shoes and inserts.**  **To be completed by the M.D. or D.O. managing the patient’s systemic diabetes condition in order for the patient to receive the Medicare benefit for prescription diabetic shoes and inserts under the Therapeutic Shoes for Persons with Diabetes (TSPD) Act.**
