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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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