
 

Knee Scooter – E0118 

Physician Order, Prescription and Certificate of Medical Necessity 

Patient Name: ______________________________      Date of Order:_____________ 

Patient Phone Number(s): ________________________________________________ 

Date of Surgery (if applicable):_____________________________________________ 

Primary Diagnosis Code or Description: ______________________________________ 

Side:  ☐ Left     ☐ Right 

Duration of Medical Necessity: 

☐ 4 weeks ☐ 6 weeks ☐ 8 weeks ☐ 12 weeks    ☐ Other__________________ 

Notes: ________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

Medical Necessity / Physician Order: 

I have assessed this patient’s risk and in my opinion deem this Knee Scooter listed 
above to be medically necessary and in accordance with standards of medical practice.  
I certify that the above prescribed medical equipment is in my opinion reasonable for 
this patient’s condition. 

Physicians Signature: ______________________________   Date: ________________  

Physicians Printed Name: _________________________________________________  

Fax to 800.486.5633. Please include Patient Demographic Sheet.
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