
CERTIFICATE OF MEDICAL NECESSITY 
FOR KNEE ORTHOSIS

Patient Name: ____________________________________ Phone: __________________________ 

Address: _________________________________________________________  Sex:  M   F 

PLEASE COMPLETE AND FAX TO 888-785-7380 

City: ______________________________________  State: __________ Zip: __________________ 

DOB: ________________  Medicare: __________________  Secondary: ______________________

PLEASE INDICATE:

LEFT BOTH RIGHT

A knee orthosis ______K0901 or ______L1833 is covered when it is ordered for one of the following indications:

The patient must be ambulatory and/or Recent injury / Surgery

Please indicate which of the following conditions apply to the patient. Check all ICD-10 codes that apply.

M05.06 - Felty's syndrome, knee
M06.86 - Other specified rheumatoid arthritis, knee

M17.0   - Bilateral primary osteoarthritis of knee

M17.1   - Unilateral primary osteoarthritis of knee

M05.26 - Rheumatoid vasculitis w/ rheumatoid arthritis of knee

M05.76 - Rheumatoid arthritis w/ rheumatoid factor of knee without organ or systems involvement

M05.86 - Other rheumatoid arthritis w/ rheumatoid factor of knee

Other ________________________________________

G35      - Multiple sclerosis
G81.90 - Hemiplegia, unspecified affecting unspecified side 

G80.9   - Cerebral palsy, unspecified

G04.1   - Tropical spastic paraplegia

G57.00 - Lesion of sciatic nerve, unspecified lower limb

Estimated length of need(# of months) ________ (99 = lifetime) 
This patient is being treated under a comprehensive plan of care for arthritis/pain. I, the undersigned certify that the above prescribed is medically 
necessary for the patients' overall well being. In my opinion, the following orthotic/arthritic relief products are both reasonable and necessary in 
reference to accepted standards of medical practice in the treatment of the patient's condition and/or rehabilitation. I certify that the patient's medical 
records reflect the need for the item ordered and will be made available upon request.

Physician:___________________________________________________________ NPI:_________________
Address:_________________________________ City:__________________ State:______ Zip:____________ 

Phone:___________________________________  Fax: _________________________________

Physician's Signature: ________________________________________ Date: _____________
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