
LeTourneau Lifelike Orthotics & Prosthetics, Inc.

2452 Calder Ave Beaumont TX 77702    PH: (409)832-5005 FAX: (409) 832-5015 

Physicians/Patients

Diabetic Shoe Requirements Per Insurance: 

1. Foot Exam: Notes from f2f visit documenting a detailed foot exam with (One or
more of the required foot conditions). Prescribing Physician within the last 3
months. 

2. Dispensing Order (Rx): Prescribing Physician.

3. Standard Written Order (SWO): Prescribing Physician.

4. Diabetic Exam: Notes from f2f diabetic exam with (MD or DO) within the last
3 months documenting (Glucose levels, A1C results and Diabetic
medications). *NP/PA’s* the diabetic exam must be done by an MD or DO.

Diabetic notes cannot be done by NP/PA (If the patient sees a NP or PA

normally, they will need to make an appointment specifically for their diabetes

with the MD or DO that oversees them.) 

5. Certifying Statement: Must be completed by the (MD or DO) providing the

diabetic exam.

We know these requirements place a burden on everyone, but we will need all the required 
documents before we can proceed. Once all paperwork is completed you may fax, mail, 

email or bring in person to our office so that one of our staff members can review before we 
schedule for measurements. Please contact us if you need any additional information or 

may have any questions. 

NEED A COPY OF FOOT EXAM! 

NEED A COPY OF DIABETIC EXAM! 
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LETOURNEAU LIFELIKE ORTHOTICS & PROSTHETICS, INC.     2452 CALDER AVE          BEAUMONT TX 77702-1920 
Ph:(409)832-5005   Fax:(409)832-5015 

STANDARD WRITTEN ORDER 

Patient:                                     DOB:  Date of Order:  

NAME 
  

 

ADDRESS   
 

 

CITY, STATE, ZIP  
 

QTY CODE DESCRIPTION 

1 
1 
3 
3 
 
 

A5500 
A5500 
A5512 
A5512 

 
 

Diab shoe for density insert 
Diab shoe for density insert 
Multi den insert direct form 
Multi den insert direct form 
 
 

 
 
X  Physician Signature___________________________________                        _______________ 
Physicians Name:                                                                                                                        Date 
 
Address: 
 
Phone:                                                                     Fax:  
 
NPI #: 
 
 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

LETOURNEAU LIFELIKE ORTHOTICS & PROSTHETICS, INC.     2452 CALDER AVE          BEAUMONT TX 77702-1920 
Ph:(409)832-5005   Fax:(409)832-5015 

STANDARD WRITTEN ORDER 

Patient:                                     DOB:  Date of Order:  

NAME 
 

 

ADDRESS   
 

 

CITY, STATE, ZIP  
 

QTY CODE DESCRIPTION 

1 
1 
3 
3 
 
 

A5500 
A5500 
A5514 
A5514 

 
 

Diab shoe for density insert 
Diab shoe for density insert 
Multi den insert direct carv/cam 
Multi den insert direct carv/cam 
 

 
 
X  Physician Signature___________________________________                        _______________ 
Physicians Name:                                                                                                                        Date 
 
Address: 
 
Phone:                                                                     Fax:  
 
NPI #: 
 

 
 

 
 



LETOURNEAU LIFELIKE ORTHOTICS & PROSTHETICS, INC.     2452 CALDER AVE  BEAUMONT TX 77702-1920 
Ph:(409)832-5005   Fax:(409)832-5015 

STANDARD WRITTEN ORDER 

Patient:  DOB: Date of Order: 

NAME 

ADDRESS   

CITY, STATE, ZIP 

QTY CODE DESCRIPTION 

1 
1 
3 
3 

A5500 
A5500 
A5514 
A5514 

Diab shoe for density insert 
Diab shoe for density insert 
Multi den insert direct carv/cam 
Multi den insert direct carv/cam 

X  Physician Signature___________________________________  _______________ 
Physicians Name:  Date 

Address: 

Phone:       Fax: 

NPI #: 



LeTourneau Lifelike Orthotics & Prosthetics, Inc. 
Statement of Certifying Physician for Therapeutic Footwear 

** Certifying Physician must be the MD or DO managing the patient’s diabetic condition**  

Patient Name: ___________________________________________________ DOB #: ___________________    

Address: _____________________________________________ City: _________________________________  

State: _______        Zip: _____________        Phone: ___________________________________    

I certify that all of the following statements are true:   

1) This patient has diabetes mellitus (ICD-10 Code): ________________________(E08.00-E13.9)

2) This Patient has one or more of the following conditions (Check all that apply):

 History of partial or complete foot amputation

 History of pre-ulcerative callous    

 Peripheral neuropathy with callous formation **Both must be documented**    

 Foot deformity    

 Poor Circulation (i.e. diagnosis of venous / arterial insufficiency and symptoms, signs test 

documenting in detail one of these diagnoses.)  

 Previous ulcer(s)      

3) I am treating this patient under a comprehensive plan of care for his/her diabetes.

4) This patient needs special shoes and/or inserts because of their diabetic condition.

Certifying Physician(MD/DO) information:    

Name (Printed): _____________________________________NPI #: __________________  

Address: ____________________________________________________    

City: __________________________________ State: ________________     

Zip: _______________________ Phone: __________________________    

By signing this form, I agree that I have performed an in person evaluation of this patient within the last 6 months, and there is 

documentation in the patient’s medical records indicating my management of the patient’s diabetes, and that documentation of 

one or more of the conditions listed under item #2 is present in those records.     

Signed: __________________________________ Todays Date: _______________________  

 2452 Calder Avenue, Beaumont, TX 77702 P: (409)832-5005, F: (409)832-5015 

Patient was last seen within the 
last 6 months in my office on: 

Date:   

_________________  
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