212 REYNOLDS ROAD
GLASGOW, KY 42141

PHONE: 270-678-2350

Hlem..”_.ﬂ”—“HOm\H.m FAX: 270-678-3350

STATEMENT OF CERTIFYING PHYSICIAN

PRESCRIPTION FOR DIABETIC SHOES & INSERTS

Patient: Patient: e
Patient D.O.B.: Patient Phone: Patient D.O.B.: Patient Phone:
1) This patient has diabetes mellitus:

] Type ll [] Typel 1) Type of shoes prescribed (check):

(] Extra Depth (A5500) - 1 pair, unless otherwise noted
2) QUALIFYING CONDITIONS: | have diagnosed and am including my

notes showing that this*patient has one or more of the following: 2) Type of inserts prescribed (check one):

1 Poor Circulation (] Heat Moldable (A5512) - 3 pairs, unless otherwise noted

] Foot Deformity (] Custom Fabricated (A5513) - 3 pairs, unless otherwise noted

[ ] Peripheral Neuropathy with evidence of callus formation

[] History of Pre-ulcerative Callus ICD Notes and/or Special Instructions:

(] History of Previous Foot Ulceration . . . ] )

[] History of Partial or Complete Amputation of the Foot __| am treating this patient under a comprehensive plan for care of his/her
3) | am treating this patient under a comprehensive plan for care of his/her diabetes.

diabetes.
4) This patient needs special shoes (extra depth or custorn molded)

because of his/her diabetes.

5) This patient neads shoe inserts (heat molded or custom fabricated)
because of his/her diabetes.

NOTE: SHOES, INSERTS & FOOT EXAMS CAN BE

PROVIDED BY NON MD DO MEDICALL PERSONNEL.

Physician Name: Prescriber:
CERTIFICATION MUST BE M.D. OR D.O. e
Physician Signature: Prescriber Signature:
NPI#: Datesr=x_—.izow= = ; NPi#: _____ Date:
Physician Phone: Prescriber Phone:
Physician Address: Prescriber Address:

FAX (270-678-3350) OR EMAIL (VANNHEALTHCARE @ GLASGOW-KY.COM) COMPLETED FORM 9924 PAGES 1 AND 2




Detech ang reprochuce fov vour practce

Annual Comprehensive Diabetes Foot Exam Form

Name: Dste: ID#:
I. Presence of Diabetes Complications 2. Any change in the foot since the last Measure, draw in, and label the
1. Check all that apply. evaluation?Y ___ N___ patient’s skin cordition, using the key
Q Peripheral Neuropathy 3. Any shoe problems?Y___ N and the foot diagram befow.
O Nephropathy 4. Any biood or discharge on socks or C=Callus U=Ulcer PU=Pre-Ulcer
Q Retinopathy hose?Y__ _N___ F=Fissure M=Maceration R=Redness
g z:rg'.!heral Vlascglar Disease 5. Smoking history?Y__N__ S=Swelling W=Warmth D=Dryness

F lova§cu ar is_ease ' 6. Most recent hemoglobin Alc resuit 2. Note Musculoskzleta! Deformities
Q Amputation mm side, and level) —% date 0 Toe deformities

O Bunions (Hallus Vaigus)

Current ulcer or history of a foot uicer? | Ul- Foot Exam O Charcot foot
Y_ N__ 1. Skin, Hair, and Nail Condition Q Foot drop
For Sections II & i, fill in the Blanks i thin, fraglle, shiny and O Prominent Metatarsa) Heads

iy . . alrless?Y ___ N___
with*Y™ or “N" or with an ‘R"L"or 5. Pedal Pulses Fill in the blanks with a
“8” for positive tindings on the right, Are the nails thick, too lang, “P” or an "A” to indiczte present or
left, or both feet. ingrown, or infected with fungal absent.
0. Current History disease? Y __ N__ Fosterior tibial Left____ Right_
1. 15 there pain in the calf muscles when Dorsalis padis Left___ Right_

walking that is relieved by rest?
Y___N___ '

4. Sensory Foot Exam Labe/ sensory level with a *+* in the five circled sreas of the foot if the patient can fesl the 5.07 {10-gram)
Semmes-Weinstein nylon monofilament and *-" if the patient cannot feel the filarerit.

Notes Notes
o2
9
{
i
Right Foot J Left Foot
IV. Risk Categorization Check appropriate box. Vil. Manager-ent Plan Check alf that app'y.
O Low Risk Patient O High Risk Patient 1. Self-management education:
All of the following: One or more of the Provide patient ecii.cation for preventive foot care. Date:
Q Intact protective sensation following: Provide or refer fcr smoking cessation counseling. Date:
0 Pedal pulses present D Loss of protective Provide patient ed-ica%ion about HbA1c or other aspect
O No defermity sensation of sf.-rf-care._ Date:._ —
O No prior foot ulcer D Absent pedal pulses 2. Diagnostic studies:
G No amputation O Foot deformity O Vascular La'beratory )
Q History of foot ulcer O Hemoglobin Alr (at least twice per yzar)
Q Prior amputation QOther: __
| 3. Footwear racoririandations:

V. Footwear Assessment Indicate yes or no. O None 0 Custom shoes
1. Does the patient wear _approprlate shoes?Y__ N___ 0 Athletic shoes 0O Depth shoes
2. Does the patient need inserts? Y —N__ O Accommodat v insarts

: } ibed?
3. Should corrective footwear be prescribed? Y —N__ 4. Refer tc:
V1. Education Indicate yes or no. Q Primary are “rovider Q Endocrinoicgist
1. Has the patient had prior foot care education? Y _N_ O Diabetes Edu-atcr 8 Vascular Surgeon
2. Can the patient demonstrate appropriate foot care? Y_N_ g RP;dl:atr:s; fist g ;o;_l% gu;geo.nl_ .
3. Does the ient i T 00t Spec 3tis ehab. Speciali

e patient need smoking cessation counseling? O Pedorthist QOther:
4. Does the patient need education about HbATc or other Shec i)

diabetes self-care? Y_N__ 5. Follow-up Care:

Schedule follow-up visit. Date:
Provider Signature




