FAX COVER


TO:	Bluepaw Sports 	      NEW REQUEST		     ADDITIONAL INFO

FROM: 											 
               (office name)	     PLEASE CIRCLE TYPE OF OFFICE: 	    PRMARY CARE OFFICE        ENDOCRINOLOGY 

												  
(contact name)	         		             (contact phone #)		                       (contact fax #)


RE: PATIENT NAME: 						  DOB: 	 		        
ADDRESS: 												
PHONE: 												          
PRIMARY INS						ID# 					
SECONDARY INS					ID#						


We are prescribing Diabetic Shoes and Inserts for the above patient.
We have attached required documents below: (please check)

· Detailed Written Order
· Statement of Certifying Physician Form signed by MD or DO
· Most recent Diabetes Exam Note 


To request these services for your patient, please fax the above items to Bluepaw Sports at: (561)- 964-1091
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DETAILED WRITTEN ORDER
DATE

‘PATIENT INFORMATION
_Patient Name:

D A5500- Extra Depth Diabetic Shoes - 1 pair, unless otherwise noted

D A5512- Pre-Fabricated Heat Molded Inserts — 3 pairs, unless otherwise noted

D A5513/A5514- Custom Molded Inserts - 3 pairs, unless otherwise noted

Q L5000- Toe Filler -Partial Foot, Shoe Insert with Longitudinal Arch, D Right Foot [:] Left Foot

DIAGNOSIS CODES - SECTION A MUST BE COMPLETE TO VALIDATE PRESCRIPTION. COMPLETE SECTION B IF APPLICABLE.

SECTION A - PRIMARY DIAGNOSIS DIABETES MELLITUS with....(Please fill in correct ICD-10 code)

Type | |:| E10.41 w/mono-neuropathy l:] E10.51 poor circulation with w/o gangrene
l_—_l E10.42 w/ poly-neuropathy [:I E10.52 poor circulation w with gangrene
D E10.621 W/fOOt ulcer or history of l:l E10.69 w/other dX(eg.deformity,amputation,pre-ulc.callus)
Type ll [:I E11.41 w/ mono-neuropathy D E11.51 poor circulation w/o gangrene
: l;]_mﬂ1_M.{!2_mw»/mpoly-neuropathy D E11.52 poor circulation with gangrene

- D E11.621 w/foot ulcer or history of D E11.69 w/other dx(ee. deformity,amputation,pre-ulc.callus)
SECTION B - SPECIFIED DIAGNOSIS
| further determine that the patient has one or more of the following conditions:

[ ]Foot deformity: [ | Hammertoes

D Bunions

D Other Deformity- please specify:

__| History of partial or complete amputation of the foot/toe(s)
Please specify:

[_—_l Current or History of pre-ulcerative callus

[I Poor circulation
- **PHYSICIAN SIGNATURE AND PHYSICIAN N

PRESCRIBING PHYSICIAN (DPM, MD, DO, PA, NP, CNS)
I have evaluated this patient’s medical condition and determined that this patient needs therapeutic depth inlay shoes and inserts.

| Physician: NPi #:
Physician Signature: Date: |
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STATEMENT OF CERTIFYING PHYSICIAN FOR THE THERAPEUTIC FOOTWEAR

! certify that all of the following statements and information are true:

PATIENT NAME: DOB:

1. This patient has documented Diabetes Mellitus.

2. This patient has one or more of the following conditions-check all that apply
_____History of partial or complete Foot Amputation
____ History of Pre-ulcerative Callus
____Peripheral Neuropathy with Callus Formation
____ Foot Deformity (bunions, hammertoes, etc.)
_____Poor Circulation
___Previous/Current Ulcer(s)

3. |am treating this patient under a comprehensive plan of care for their Diabetes.

4. This patient needs special shoes (extra depth or custom molded) and inserts due to their
Diabetic condition.
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PHYSICIAN NAME NPI

ADDRESS

PHONE# FAX#

DR SIGNATURE

DATE SIGNED
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