
Patient Name: ______________________________ Patient ID #: __________________________

If Medicare eligible you must ans

1. Are you enrolled in a Medi
If yes: Medicare HMO ID
If no: Medicare ID# ____

2. In the last year have you re
If yes: what state _______

3. Are you or your spouse cur
4. Do you carry insurance thr
5. If yes: Name of Insurance

Are you a diabetic? Yes/No _____
Are you insulin dependent? Yes/
Do you have a history of any of t
ulcerations, pre-ulcerative callus, p

Name & phone # of diabetic do

Have you ever received similar su
If yes, what item are we re
If yes, why being replaced
If yes, who was it purchase
If yes, date of purchase ___
If yes, name of insurance c

 
If patient answered yes or is unsure

Patient Signature : ____________
wer all the following questions.

care HMO (ex. Medicare Complete/Advantra)? Yes/No
# ___________________________ Group # ______________
_______________________________
sided in another state? Yes/No
_________________________
rently employed? Yes/No
ough that employer? Yes/No
__________________________ID# ____________________

_______
No ____________
he following symptoms (circle all that apply): amputation, foot
eripheral neuropathy, foot deformity or poor circulation

ctor: _________________________________________________

pplies/equipment? Yes/No ____________
placing ___________________________________________
__________________________________________________
d from ____________________________________________
_______________________

arrier billed ________________________________________

to above need to check the 3/5 yr rule and obtain signed ABN waiver.

 

______________________ Date: _________________________

MEDICARE PATIENT HISTORY

kathy
Text Box
 By checking this box and signing below, I acknowledge receiving a copy of the Medicare Supplier Standards.
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