
 
 
 
STATEMENT OF CERTIFYING PHYSICIAN FOR THERAPEUTIC SHOES 
 
 
PATIENT__________________________________________    D.O.B.____/____/____ 
 
MEDICARE # :__________________________________________________________ 
 
 
I CERTIFY THAT ALL OF THE FOLLOWING STATEMENTES ARE TRUE: 
 

1. PATIENT HAS THIS 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 FOOT. 
B. HISTORY OF PREVIOUS FOOT ULCERATION 
C. HISTORY OF PRE-ULCERATIVE CALLOUS 
D. PERIPHERAL NEUROPATHY WITH EVIDENCE OF CALLOUS FORMATION 
E. FOOT DEFORMITY 
F. POOR CIRCULATION (MEDICARE CRITERIA CLASS A OR CLASS B 

FINDINGS) 
 

3. I AM TREATING THIS PATIENT UNDER A COMPREHANSIVE PLAN OF CARE 
FOR HIS/HER DIABETES. 

4. THIS PATIENT NEEDS SPECIAL SHOES (DEPTH OR CUSTOM-MOLDED 
SHOES) BECAUSE OF HIS/HER DIABETES. 

 
 
_________________________________________________ ______/_____/_____ 
PRIMARY CARE PHYSICIAN SIGNATURE   DATE SIGNED 
 
_________________________________________________          _________________ 
PRINT NAME       UPIN 
 
 
PRIMARY CARE PHYSICIAN ADDRESS: ______________________________ 
 
       ______________________________ 
 
       ______________________________ 
 
PRIMARY CARE PHYSICIAN TELEPHONE (______)______________________ 
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