
Dear Patients, 
In order to receive your Insurance 

benefits for therapeutic footwear, 
you will need to schedule an 
appointment with the Physician 
that treats you for diabetes. 

Please take this packet to 
your appointment and have 
your Physician complete all 
required paperwork. Thank you

Dear Physician, 
Please assist us in providing 

our mutual patient with diabetic 
shoes and orthoses. Medicare/
Insurance states that they need 
the following documentation 
from the certifying Physician. 
***All completed originals must 
be kept in your patients’ chart 
per insurance guidelines

Please fax all paperwork back to  
Limbionics Prosthetics & Orthotics at (919) 869-1987

All forms and progress notes must be signed and dated by an M.D. or D.O.

If forms and progress notes are done by a P.A. or N.P. they must be 

cosigned and dated by an M.D. or D.O.  

The 4 steps that are required 

A signed detailed written order 
-we have provided this 
-must be complete with ICD-10 

Completed Diabetic Verification Form 
-we have provided this 
-must be complete with ICD-10 

 Annual Foot Examination 
-we have provided this form 

 M.D. or D.O. face to face progress note     
from patients current visit 4

3
2
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This Documentation is for Durham, Chatham/ Chapel Hill, Henderson Locations 

Contact Phone Numbers: (919) 908-8975 and (252) 430-6538 

www.limbionics.com

http://www.limbionics.com


Diabetic Verification

Patient Name: Patients Phone #: Patient DOB:

Device Type:

Bilateral Diabetic Shoes w/ Inserts
Diagnosis Code (ICD-10)
__________________

Visit Date:

The physician listed below certifies that all of the following statements are true:
(Physician must be an MD or DO)

1. This patient has diabetes mellitus.  ICD-10 _______________ Date of Onset ____________
2. This patient has the following conditions (please check all that apply):

• History of partial or complete amputation of the foot: ICD-10 ________________
• History of previous foot ulceration: ICD-10 ________________
• History of pre-ulcerative callus: ICD-10________________
• Peripheral neuropathy with evidence of callus formation: ICD-10______________
• Foot deformity: ICD-10 _________________
• Poor circulation: ICD-10 __________________

3. I am treating this patient under a comprehensive plan of care for his/her diabetes.
4. This patient needs special shoes (depth or custom-molded shoes) because of his/her diabetes.
5. I have seen this patient within the past six months.

Physician Name: Physician
UPIN:

Physician NPI: Insurance Info:

Physician Address:

Physician Work Phone: Physician Fax:

Physician Signature Date

Print Name





 

Prescrip(on for Diabe(c Shoes and Inserts SWO/ LMN 

Pa(ent Name: ___________________________________________________.  DOB:________________ 

Pa(ent Phone #: __________________________________ 

 Projected Monthly Frequency: Daily   Es(mated Length of Need: Life-me     

ICD 10 DM Dx (E08.00-13.9):________________________________    

Please select Shoe Type:   

____   A5500 Extra Depth (unit 2):  For Diabe(cs Only, FiWng (Including follow up), custom prepara(on 
and supply of Off-The Shelf Depth- Inlay Shoe Manufactured to Accommodate Mul(-Density Inserts 
per shoe.  (Pa-ent is diabe-c and would benefit from extra depth and extra width shoes to protect his/her feet. The shoes will also give 
extra room for the use of diabe-c inserts to protect the boCom of his/her feet.) 

Please select Insert Type:  

____ A5513 Custom Fabricated, (Unit 3 per side): For Diabe(cs Only Mul(ple Density Inserts, custom 
molded form model of pa(ent’s foot, total contact with pa(ent’s foot (Pa-ent is diabe-c and would benefit from 
custom diabe-c inserts to prevent specific pressures on the boCom of the feet. Inserts should be custom to correct pa-ents’ foot and ankle 
alignment and provide medial longitudinal arch support.) 

____ L5000 Toe filler (unit 1 per side): Par(al Foot, Shoe Insert with Longitudinal Arch, Toe Filler. (Pa-ent 
is a par-al foot amputee and would benefit from a toe filler for increased balance and to prevent shear forces on the foot caused by shiHing and 
migra-on in the shoe.) 

    

Physician Signature: ___________________________________________________________________ 

Physician Name (Printed): _______________________________________________________________ 

NPI#: ___________________________________________________ Date: ________________________ 

Physicians Address: _____________________________________________________________________ 

_____________________________________________________________________________________ 

Physician Phone: ____________________________________________
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