
 
 
 

Accommodative

Functional 

M21.6 –  Other Acquired Deformities of Foot
M72.2 – Plantar Fasciitis
M76.829 – Posterior Tibial Tendon Dysfunction 
M77.3 – Calcaneal spur
M77.4 – Metatarsalgia 
Q66.7 – Cavus Foot
M19.079 – DJD (Osteoarthritis) 
Other _____________________________________________________
 

Type of Orthotic Base

Patient’s Name

Physician Signature 

Print Physician Name 

www.Leimop.com

_____________________________________________________ Date ____________________________

___________________________________________________NPI#_____________________________

 _____________________________________________________ Date _________________________________

 
 
 
 

Custom Foot Orthotics

Diagnosis

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
 

NORTH OLMSTED
28350 Lorain Rd. 
North Olmsted, OH 44070
440.979.9226 
Fax: 440.979.9326

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

Custom UCBLs

Partial Foot (Toe Filler)

Date of Birth _____________________________________________________________

LeftRight

Bilateral

____________________________________________________________________________________________________________________________

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

Other / Notes ______________________________________________________________________________

Medical Necessity:
Custom foot orthotics are 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 arch support and heel cushioning to alleviate pain and prevent further deterioration of
the condition.

____________________________________________________________________________________________________________________________

Patient’s Name ________________________________________ Date _________________

Diagnosis / Surgical Procedure __________________________________________________

Date of Surgery (if applicable) ___________________________________________________

K4 – The patient has ability or potential for prosthetic 
ambulation that exceeds basic ambulation skills, 
exhibiting high impact, stress, or energy levels. Typical 
of the prosthetic demands of a child, active adult, or 
athlete.

K3 – The patient had ability or potential for ambulation 
with variable cadence. Typical of the community 
ambulator who has the ability to traverse most barriers 
and may have vocational, therapeutic, or exercise 
activity that demands prosthetic utilization beyond 
simple locomotion.  

K2 – The patient has the ability or potential for 
ambulation with the ability to traverse low level barriers 
such as curbs, stairs, or uneven surfaces. Typical of the 
limited community ambulator.

K1 – The patient has the ability or potential to use 
prosthesis for transfers/ambulation on level surface at a 
fixed cadence.

Transtibial (BKA)

     Shrinker
     Limb Protector
     BKA Temporary Prosthesis
     BKA Definitive Prosthesis 

Transfemoral (AKA)

     Shrinker
     AKA Temporary Prosthesis
     AKA Definitive Prosthesis 

Other / Notes ______________________________________________________________

Physician Signature ________________________________ Date ______________________

Print Physician Name _______________________________ NPI# _____________________

Activity K Level

LeimkuehlerOandP.com

NORTH OLMSTED
28350 Lorain Rd.
North Olmsted, OH 44070 
440.979.9226
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
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