PHYSICIAN EVALUATION FOR MEDICAL JUSTIFICATION OF L.E. SOCKET REPLACEMENT
& FUNCTIONAL LEVEL PROSTHETIC CARE o202

PATIENT NAME: INSURANCE:

PATIENT HEIGHT: PATIENT WEIGHT:

1. Patient’s level of amputation? O Right BKA O Left BKA O Right AKA O Left AKA

2. Date of Amputation / / reason for Amputation

3. Reason for Socket Replacement 3 weight loss/gain O residual limb atrophy 3 anatomical change

O other

4. s the socket replacement medically necessary for the continued use of the patient’s current Lower
Extremity Prosthesis? O Yes O No

5. Does the patient use his/her Lower Extremity Prosthesis daily with a continued verbal desire to be
independent and utilize his/her prosthesis in a manner consistent with a specific functional K- Level?
O Yes O No

6. At what functional K level does the patient currently function at as an experienced Lower Extremity
Amputee?
O K-1 Household Ambulator O K-2 Limited Community Ambulator
0 K-3 Active Community Ambulator O K-4 Highly Active with Minimal Limitations Ambulator

7. Does the patient currently require any assistive walking aide or device? O Yes 0 No
If yes? O Crutches [ Cane O Walker O Other

8. Does the patient have any health concerns that may limit continued ambulation? 3 Yes O No
If yes, can you explain?

9. What kind of hobbies or ADL’s does the patient perform as a Lower Extremity Amputee?

10. Yes, | anticipate the patient has the ability to continue to perform at the specified functional K-Level
amputation with no limitations from the systems checked below?
O Arm, Leg musculoskeletal ROM and strength
3 Cardiopulmonary system
O Neurological balance and gait coordination

Physician Signature Date of Evaluation

Physician Name (Print) NPI #

A Copy Needs to be Maintained in Patient’s Medical Records




