PROSTHETIC PRESCRIPTION

PATIENT NAME________________________________________________________

PATIENT ADDRESS_____________________________________________________

____________________________________________________________________________________________________________________________________________

HICN____________________________________D.O.B.______________________________________________________________________________________________

PRESCRIPTION (be specific and detailed)____________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

DIAGNOSIS CODE        DIAGNOSIS DESCRIPTION

1.____________________________________________________________________

2.____________________________________________________________________

3.____________________________________________________________________

FUNCTIONAL LEVEL (CHECK ONE)

____ K0 Not a prosthetic candidate

____ K1 Able to transfer and negotiate level surfaces (household ambulatory)

____ K2 Able to transverse low level environmental barriers; limited community

               ambulatory

____ K3 Able to ambulate skillfully and with variable cadence, transversing most 

               environmental barriers and uneven surfaces

____ K4 Ambulates or has potential to ambulate beyond basic skills, exhibiting high

               impact, stress or energy levels (i.e., active adult, athlete, child)

PHYSICIAN CERTIFICATION OF MEDICAL NECESSITY

I certify that these prosthetic services are reasonable and medically necessary in the treatment of this patient for continued safe ambulation and independent performance of daily living activities.

PHYSICIAN SIGNATURE__________________________________DATE______

PHYSICIAN NAME_________________PHONE_______________FAX________ 

