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H l LL CO U N TRY Prescription for Diabetic Shoes & Inserts

Fax Orders to: (210) 694-4581

Patient Name:mﬁd&. M(Vm f\ Date: \A \;gt)"b
ICL 10 ﬁuLP?f Diagnosis; M 7 pelumeuwspriing DOB:

SN TT N e A9l e 5 (90

Length of Need (Number of Months or Lifatime):

Items Needed:

O Diabetic Shoes AB500 x2 with Diabetic Inserts, heat malded A512 x6
ﬁéabetic Shaes AB500 x2 with Diabetic Inserts, custom ASBI13/AE514 x6

O Diabetic Shoes A5500 x2 with (select one):

O Right Side Toe Filler L5000 x1 and Left Side Diabetic Insers, custom AbS13/A5514 x3
O Left Side Toe Filler L5000 x1 and Right Side Diabetic Inserts, custom Ah513/A5514 x3

O Bilateral Toe Filler L5000 x2

O Additional teims* (To prescribe any addilional items hot lisled above, please fully describe items below {Include Quontity end Right/Left/Bllateral)

“Other servicas Include but are not limited Yo upper and lower extremity prosthetics, custom/oif-the-shell upper and lower extremity orthotics,
custom and prefabricaled lumbar orthotics.

Letter of Medical Necessity:

The above patient has been under my care and is in need of the prescribed orthopedic product. This
product was prescribed to aid and/or accelerate the rehabilitation process and is deemed medically
necessary.

Physician Name: JM&{WPW ] NP rn(]j g [qg D—~
Physician Signature: (Pfase‘rrmt) /]/)/) Date: (:J/ ?” 2{ / 7 j

(Mechcar EQL((I’QS Hand Signature and Date)

Central thtake Phone: (210) 614-8777



