MEDICAL SUPPLY

CERTIFICATE OF MEDICAL NECESSITY FOR
AFG Ankle Foot Gauntlet Stabilizer L1902

Patient’'s Name: HIC#:
Address: DOB:

Insurance Name:

Insurance Phone:

Phone:
AFG: RF LF Bilateral Shoe Size
Indications for use: Code: Indications for use: Code:
1. Ankle Pain & Support 729.5 6. Arthritis, Rheumatoid 714.0
2. Defective Circulation (Lower 7. Unspecified Disorder of Ankle
and Foot Joint 719.97
Extremity) 459.89
3. Neuropathy 337.10 8. Pain, Joint involving Ankle
and Foot 719.47
4. Diabetic/ Circulation (Peripheral
Disorder) 250.70
9. Joint Swelling 719.07
5. Arthritis 716.97

This patient is being treated under a comprehensive plan of care for Diabetes / Foot Pain / Arthritis. |, the undersigned
certify that the above prescribed is medically necessary for the patient's overall well being. In my opinion the AFG is
both reasonable and necessary in reference to accepted standards of medical practice in the treatment of the patient’s
condition and/or rehabilitation.

Prognosis:

Estimated length of need (# of months) (99 = lifetime)
Physician’s Signature: Date signed: / /
Physician Name: NPI:

Address:

Physician Phone: Fax:




