Patient Name: _________________________________
Date: __________________
Subjective:

This patient presents, under a comprehensive plan of care for diabetes mellitus, with request for certification for diabetic therapeutic shoes and total contact accommodative inserts in an attempt to prevent diabetic foot ulceration.
Objective:

There is evidence of the following conditions:

___Previous amputation of the other foot, or part of either foot, or

___History of previous ulceration of either foot, or

___History of pre-ulcerative callous of either foot, or

___Peripheral neuropathy with evidence of callous formation of either foot, or

___Foot deformity of either foot, or

___Poor circulation in either foot
Assessment:

Primary Diagnosis:

1.___Diabetes with neurological manifestations

2.___Diabetes with peripheral circulatory disorder

3.___Diabetes with neurovascular manifestations and with structural deformity   

Secondary Diagnoses:
___Bunion(735.0)

___Hammer toe (735.4)

___History of preulcerative callous (707.9)

___Lower limb amputation, foot (V49.73)

___Lower limb amputation, great toe (V49.71)

___Lower limb amputation, lesser toe(s) (V49.72)

___Peripheral vascular disease, unspecified (443.9)

Plan:

1. Will provide signed and dated copy of “Statement of Certifying Physician.”

2. Patient to present to Dr. Bhatia for therapeutic footwear and accommodative inserts

3. Follow up appointment will be scheduled as needed.
Physician Name: ________________________________

Physician Signature:__________________________________  

Please Fax to 1-(877)-877-4797       Thank you!
