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PRESCRIPTION FOR PROSTHETICS/ORTHOTICS
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Patient’s Name: 

Fully describe item or service prescribed (please be specific): 

Projected Monthly Frequency: 

Diagnosis and Prognosis:  

Estimated length of need: 

Date Authorized: 

Physician Name: 

Physician Address:  

Physician Phone:  

Physician Unique Provider Number (UPIN):       (Do not Omit!) 

Physician Signature:         Date:  
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