ARKANSAS MEDICAID
LOWER-LIMB PROSTHETIC EVALUATION FORM

INSTRUCTIONS:  Carefully complete this entire form to the best of your professional knowledge leaving no portions blank.  Mark inappropriate areas N/A (not applicable).

Name _____________________________________ Age_____ Sex_____ Date______________

Date of Amputation________________ 

_____Right 
_____Left
_____Bilateral

Level of Amputation:


_____ Partial Foot

_____ Knee Disarticulation


_____ Symes


_____ Transfemoral


_____ Transtibial

_____ Hip Disarticulation

Dates of revision amputation surgery_____________________

Has patient worn a prosthesis before _____Yes
_____No

Age of current prosthesis____________________

Evaluation of fit and function of current prosthesis:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name ________________________________________________________________________

Medical necessity for prosthetic services requested: (Replacement socket, new prosthesis, etc.)

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Recommendations for new prosthesis:

Socket type ______________________________________________________________


Suspension of prosthesis ___________________________________________________


Type of knee joint _________________________________________________________


Type of ankle / foot _______________________________________________________

L-Codes and description of new prosthesis:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Name _______________________________________________________________________

Current Medicare Functional Level of Patient’s Activity (K-Levels)

_____ K-0
Patient does not have the ability to ambulate or transfer safely with or without assistance and a prosthesis does not enhance their quality of life or mobility.

_____ K-1
Patient has the ability or potential to use a prosthesis for transfers or ambulation on level surfaces at a fixed cadence.  Typical of a limited or unlimited household ambulatory.

_____ K-2
Patient has the ability or potential for ambulation with the ability to traverse low level environmental barriers such as curbs, stairs or uneven surfaces.  Typical of the limited community ambulatory.

_____ K-3
Patient has the ability or potential for ambulation with variable cadence.  Typical of the community ambulatory who has the ability to traverse most environmental barriers and may have vocational, therapeutic or exercise activity that demands prosthetic utilization beyond simple locomotion. 

_____ K-4
Patient has the 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.

Name and Credentials of Prosthetist ________________________________________________

Attestation of Referring Physician: 
I have reviewed all portions of this Lower-Limb Evaluation Form prepared for my patient, ___________________________, and I agree with the treatment plan and accept this as a prescription for a medically necessary prosthesis.

______________________________MD

          _______________________Address

______________________________MD (Print Name)       _____________________________

Date__________________________


          ________________________Phone#
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