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A cranial orthotic device meets the definition of medical necessity when used in the 
treatment of moderate to severe plagiocephaly or brachycephaly without synostosis (i.e. 
craniosynostosis). 

• Cranial cephalic index that is at least two standard deviations above or below the
mean for the appropriate gender age. (see chart below)

o “Or” asymmetry of 10mm or more in the measurements of cranial vault, skull
base, or obitotragial depth when all the below criteria is met:

• Child is between 3 to 18 months old

• Child has failed 2-month trial of conservative therapy (i.e. repositioning where the
head is turned to the opposite side of the deformity, exercise, tummy time, physical
therapy)

• Photos/Scan demonstrate evidence of moderate to severe plagiocephaly or
brachycephaly without synostosis.

Cranial Helmet
Documentation 
Requirements

CEPHALIC INDEX

Gender Age – 2 SD – 1 SD Mean + 1 SD + 2SD

Male 16 days - 6 months 63.7 68.7 73.7 78.7 83.7

6 - 12 months 64.8 71.4 78.0 84.6 91.2

Female 16 days - 6 months 63.9 68.6 73.3 78.0 82.7

6 - 12 months 69.5 74.0 78.5 83.0 87.5
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Patient’s Name  __________________________________ Birthdate _____________________

Parent’s Name ___________________________________ Parent’s Phone # _______________ 

Diagnosis __________________________________________________________________

  Baby repositioning/neck exercise instructions (no charge)

  Literature on Plagiocephaly, Brachycephaly and/or STARband Treatment (no charge) 

  STARband Cranial Remolding Treatment (if indicated)

Notes  ____________________________________________________________________

_________________________________________________________________________

Physician Signature ________________________________ Date _______________________

Print Physician Name _______________________________ NPI# _______________________

 All appointments include head shape evaluation

Date
___________

Plagiocephaly Brachycephaly

Scaphocephaly

Notes  ____________________________________________________________________

_________________________________________________________________________

Physician Signature ________________________________ Date _______________________

Print Physician Name _______________________________ NPI# _______________________

NORTH OLMSTED
28350 Lorain Rd.
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Fax: 440.979.9326

TOLEDO
723 Phillips Ave., Bldg. F
Toledo, OH 43612 
419.476.4248
Fax: 419.476.6655

NILES
918 Youngstown  
Warren Rd., Ste. B
Niles, OH 44446 
330.856.2553
Fax: 330.856.4619

AMHERST
205 N. Leavitt Rd. 
Amherst, OH 44001 
440.988.5770
Fax: 440.988-5776

SANDUSKY
1807 W. Perkins Ave. 
Sandusky, OH 44870
419.625.5373
Fax: 419.625.5377

Other / Notes

Patient’s Name

Physician Signature 

Print Physician Name 

Date of Surgery (if applicable) 

Diagnosis / Surgical Procedure 

 ______________________________________________________________

________________________________ Date ______________________

_______________________________ NPI# _____________________

 ________________________________________ Date _________________

__________________________________________________

___________________________________________________

Foot Orthotics
Accommodative

Functional LeftRight

Bilateral

Lower Limb Orthoses
Solid Ankle AFO

Hinged AFO

Carbon Fiber AFO

KAFO

Richie Brace

Arizona/Gauntlet

CROW Walker

PTB AFO 

Right  Left  Bilateral

Other______________________________

Duration of Use:
Lifetime Use: Patient is to wear orthotic device daily, with periodic reassessment every 12 months 
Other_______________________________________________________________________________________________________

Medical Necessity:
A custom orthotic device is medically necessary for the treatment due to diagnosis above. Conservative 
treatments, including over-the-counter orthotics, have failed to provide adequate relief. Custom orthotics will 
provide the necessary support and stability to alleviate pain and prevent further deterioration of the condition.
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