Sanaljon Medical Care
Fax: (412) 787-6343

 
	Certificate of Medical Necessity (CMN) for Therapeutic Shoes for Diabetics

	Date: ______/______/______                              Requesting Provider:  _______________________
Pt. Name: _________________________   DOB:___________   I.D. Number: ____________________

	1. Does the beneficiary have diabetes mellitus?	     Y          N

2. Has the Certifying Physician documented in the beneficiary’s medical records one or more of the following conditions?     (Please circle all that apply)
A. Previous amputation of the other foot, or part of either foot
B. History of previous foot ulceration of either foot
C. History of pre-ulcerative calluses of either foot
D. Peripheral neuropathy with evidence of callus formation of either foot
E. Foot deformity of either foot
F. Poor Circulation in either foot

	3. This patient is under a comprehensive plan of care by the certifying MD or DO
For his/her diabetes.  							      Y            N

	4. The patient needs therapeutic shoes because of his/her diabetes.                          Y            N

	5. Is the certifying physician (managing the patient’s diabetes) an MD or DO?          Y            N 

	6. Who is prescribing the therapeutic shoes?
Name: ________________________                        Credentials: _________________

	Additional Clinical Rationale (Please Print):

	Contact Name: ______________________                               Phone: ______________________
Physician Signature   (Stamps are not acceptable) :                 
________________________________________                   Date: ________________________	                                                            Key: (Y) = yes,  (N) = No



Please be sure to include a copy of the beneficiary’s medical records from within a 6 month period which includes documentation of the above diabetes mellitus diagnosis and qualifying condition(s). 
