
Alabama Orthotics & Prosthetics, Inc. 
2100 Franklin Street 
Huntsville, AL 35801 

 

 

Date: _________________ 

Patient Name: ________________________________ 

DOB: _________________ 

 
Dear patient, 

 
We received a prescription from your provider for diabetic shoes and diabetic 
inserts. Before we can schedule a measurement appointment the attached 
forms must be filled out completely by the doctor that treats your diabetes: 
You MUST make an appointment with your doctor; we will need their oAice 
notes for the visit. These forms along with your notes can be returned to our 
oAice via fax, mail, or brought in. Once we have the completed forms, we will 
then set you a measurement appointment. 
 
These are the requirements for your insurance. We cannot bill insurance if 
these forms/notes are not received. 
 
Reminder: These forms are only good for 3 months after that time, the 
process will start over again. 
 

Thank you, 
The Alabama Orthotics & Prosthetics Team 
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We IMPACT lives. THERAPEUTIC SHOES FOR PERSONS WITH DIABETES:  
TIPS FOR CERTIFYING PHYSICIANS AND PODIATRIST SUPPLIERS        
March 2024 

 

Dear Certifying Physician, 

Medicare covers therapeutic shoes and inserts for persons with diabetes. As the Certifying Physician, you have a critical role in 
the process, with statutory obligations that include the following actions: 

1.      Document that you have a comprehensive plan of care for managing your patient’s diabetes and certification that your 
patient needs therapeutic shoes; and,  

2.     Document a foot exam and that the patient has one or more of the following qualifying conditions:  

a. Previous amputation of the other foot, or part of either foot; or, 
b. History of previous foot ulceration of either foot; or, 
c. History of pre-ulcerative calluses of either foot; or, 
d. Peripheral neuropathy with evidence of callus formation of either foot; or, 
e. Foot deformity of either foot; or, 
f. Poor circulation in either foot. 
 

As the Certifying Physician, you are ultimately responsible for satisfying the statutory obligations outlined above; however, you 
may delegate the foot exam to one of your podiatry (DPM) colleagues. If you delegate the foot exam to the DPM, then you 
must countersign, date, and acknowledge agreement with the DPM’s documented foot exam findings.  

The DPM who completes the delegated foot exam may also be the supplier of the shoes and inserts. As the supplier of the shoes 
and inserts, the DPM requires the following documentation from you to support their claim to Medicare: 

1. A copy of an office visit note, from the patient’s medical record, which shows that you are managing your patient’s 
diabetes. This office visit must occur within 6 months prior to delivery of the shoes and inserts. 

2. A copy of an office visit note, from the patient’s medical record, that documents at least one of the qualifying 
conditions (a-f) listed above.  

3. A Certification Statement form, completed, signed, and dated by you, the certifying physician, on or after the date of 
the office visit and within 3 months prior to delivery of the shoes/inserts. This form will be provided by the supplier. 

Note: For foot exams delegated to the DPM, the DPM’s documented foot exam must be countersigned, dated, and agreement 
acknowledged by you prior to or on the same date as the completion of the Certification Statement form.  

For additional information, you may review the Therapeutic Shoes for Persons with Diabetes Local Coverage Determination 
(https://www.cms.gov/medicare-coverage-database/details/lcd-details.aspx?lcdid=33369) and the related Policy Article 
(https://www.cms.gov/medicare-coverage-database/details/article-details.aspx?articleid=52501) located in the Medicare 
Coverage Database at http://www.cms.gov/medicare-coverage-database. 

Please cooperate with the supplier so that they may provide the therapeutic shoes and inserts that are needed by your patient. 

Sincerely, empty 

Smitha M. Ballyamanda MD, CAQSM  
Medical Director, DME MAC, Jurisdiction A  
Noridian Healthcare Solutions, LLC 

Robert D. Hoover, Jr., MD, MPH, FACP  
Medical Director, DME MAC, Jurisdiction C 
CGS Administrators, LLC 

Sunil V. Lalla, MD, FACS, CPC 
Medical Director, DME MAC, Jurisdiction B  
CGS Administrators, LLC 

Angela S. Jenny, DO, DABFM 
Medical Director, DME MAC, Jurisdiction D 
Noridian Healthcare Solutions, LLC 

 
Please fax back to: 

ALABAMA ORTHOTICS & PROSTHETICS, INC 
Huntsville Fax: (256) 536-5697  Decatur Fax: (256) 308-0700 



Prescription for Diabetic Shoes and Inserts 

 

Patient Name: ______________________________________________________________________________ 

Patient DOB: ___________________________      Patient Phone #: __________________________________ 

Please Check ALL that apply: 

Shoes: 

q A5500 – Extra Depth Diabetic Shoe – 1 pair unless otherwise noted. 

Inserts: 

q A5512 – Heat Moldable Diabetic Insert – 3 pair unless otherwise noted. 
q A5513 – Custom Fabricated Diabetic Insert – 3 pair unless otherwise noted. 
q L5000 – Custom Fabricated Toe Filler 

ICD – 10 Codes: (check all that apply) 

___ E11.42 ___ E11.9 ___ E11.21 ___ E11.40 ___ E11.69  
___ Z86.31 ___ Z89.411 ___ Z89.412 ___ Z89.421 ___ Z89.422 ___ L84 

 

OTHER/NOTES: 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

 

Physician Signature: ________________________________________________  Date: __________________ 

Physician Name: ____________________________________________________  NPI: __________________ 

Physician Phone: ____________________________________________________   

Physician Address: 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

  2100 FRANKLIN ST. 
HUNTSVILLE, AL 35801 
P: (256) 536-5625 
F: (256) 536-5697 
 

1021 6TH AVE. S.E 
DECATUR, AL 35604 
P: (256) 308-0200 
F: (256) 308-0700 
 



 

 
 

Statement of Certifying Physician for Therapeutic Shoes 
 
 
 

Patient Name:    

MBI:     
 

I certify that all of the following statements are true: 
 

1. This patient has diabetes mellitus. 

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 

b) History of previous foot ulceration 

c) History of pre-ulcerative callus 

d) Peripheral neuropathy with evidence of callus formation 

e) Foot deformity 

f) Poor circulation 

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. 
 
 

Physician signature:    
 

Date Signed:   
 
 

Physician name (printed - MUST BE AN M.D. OR D.O.): 
 

_______________________________________________________________ 
 
 

Physician address: 
 
 
 
 
 
 
 

Physician NPI:    
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