Foot Power Physician Letter of Medical Necessity
(Physician Letterhead)
Date:
Patient’s Name:
Patient’s DOB:

To Whom it May Concern,
I am writing to prescribe Foot Power rehabilitation and strengthening system for my patient who is under my care for the treatment of: Flat Foot (M21.40), Plantar Fasciitis (M72.2), Hallux Valgus (M20.12),  Capsulitis (M66.879), Peripheral Neuropathy (G62.9),  Cavus foot (M21.6X9), Tarsal Tunnel Syndrome (left G57.52, right G57.51), Medial tibial tendon syndrome (M76.82), Osteoarthritis Foot and ankle (M19.07), ankle sprain  left (S93.492A) ankle sprain right (S93.401A)  foot sprain (S93.6),  Foot & Ankle crush injury (S97.0), Abnormality of Gait (S30.92XA) OTHER__________________________________
This patient presents with functional limitations in gait, balance and lower extremity stability, which negatively impacts their activities of daily living. 
Conservative treatment modalities have provided limited benefit. The Foot Power device provides a unique, biomechanically designed system that corrects and strengthens all three arches, 4 major extrinsic muscles as well as the intrinsic muscles of he foot, improves balance and stability, stimulates circulation and rehabilitates critical movements such as plantar flexion, dorsiflexion and eversion, inversion. 
Clinical rationale for use includes:
· Foot proprioception (neurologic)  activates 27 key muscles involved in walking
· Pain relief through neuromuscular re-education
· Restoration of proper gait mechanism and lower kinetic chain function
· Improved balance and reduction of fall risk

Given the patient’s diagnosis and functional deficits, the Foot Power rehab system is medically necessary for their rehabilitation and long-term prevention of further musculoskeletal complications. I recommend coverage under miscellaneous DME/HCPCS code E1399 pending assignment of a permanent code. 

Please feel free to contact my office if further documentation is required.

Dr.___________________________________________________________Date_____________

