AWA MEDICAL SUPPLIES, INC.                  

Model # _________           
272 MAIN STREET * DANBURY, CT 06810




Shoe Size# _____________
TEL: 203-791-9383 * FAX: 203-791-9384                                                               Initial _________________

                  PRESCRIPTION / CERTIFYING STATEMENT
PATIENT’S NAME:                      

                                                                                                                           

ADDRESS:                                 

                               

                              HIC#:_ _____________ __         DATE OF BIRTH:___________ _        
PRESCRIPTION:  Diabetic Shoes/Multi-Density Insoles 2X OR 3X
Circle all that apply:
1) This patient has diabetes mellitus. / Type I -E10.9  - E10.621
  Type II – E11.9 – E11.621
2)  This patient has one or more of the following conditions.  (Circle all that apply):

a) History of partial or complete amputation of the foot ® Z89.411, Z89.421, Z89.431 or              (L) Z89.412, Z89.422, Z89.432
b) History of previous foot ulceration / ® L89.61, L89.899  or (L) L89.62 , L89.999
c) History of pre-ulcerative callus /L84
d) Peripheral neuropathy with evidence of callus formation /Type I – E10.40 / Type II E11.40
e) Foot deformity /® M20.11  - M21.6X1   or (L) M20.12 – M21.6X2
f) Poor circulation / ® I70.201 – I70.235  or (L) I70.202 – I70.245  or Bilateral I70.203-I70.223
3)  I am treating this patient under a comprehensive plan of care for his/her diabetes.

4)  This patient needs special shoes (custom molded shoes w\ custom molded insoles 3x ) because of his/her diabetes.

I certify that all of the preceding circled statements are true.

Physician Signature: ___________________________________________________________________

UPIN#: ______________ _____                                 Date Sign: ______________________________

NPI #: __________________                      Taxonomy #: _____________________
Physician name (printed- MUST BE AN M.D. OR D.O.):

                                                       DR. 
Physician address:        ___________________________________________________________   

Physician Tel. #:  _____________________________
