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CLAIM FOEM FOR CUSTOM FOOT ORTHOTICSTFOOTWEAR

T ther Pabiemd: The details mjussial below are nmedaory = onder for Green Sheeld o Sefenmne o kibilite with s 1o e rajeel
PROVIDER PATIENT
Frovidker Sa, Telephine e Green Shicld LI M Dade of Birth
| () - o
LET MNamse
Serect Addreas Address
ity Frusinie Fusial Code E:LII Proviace Fostal Cade
I I
Do yom have smy other Groap Incarsnce coverspe that may incleds these services sz benefits? Yes D Xu D

If yes, please provide Insorance Company name
If sther covernpe i Green Shield, mdicate Green Shield mumber

. -~ __ |
THIS SECTION MUST BE COMPLETED IN FULL BY THE DISFENSING ANDVOE TREATING PHYSICIAN / CHIROPODIST / PODIATRIST /
CHIROPEACTOR / PEDOETHIST / OETHOTIST.

1. I hereby prescribe/provide the following for the sbove named patisnt: []  Custom Foot Orthotics []  Orthopedic Shoes®

*Dlease provide make and model of orthopadic shoes if applicable
2. Diagnosis (please be specific):
3. Arethe device(s) required: a5 a result of a work relsted infury? Yes 1 m0 OO

as a result of a motor vehicle accident? Yes [ No [J for sports purposes only? Yes [] No [
If the Claim is for Costom Foot Orthotics, the following is also required:
1. Copy of dispnostic messures test resulis:

[0 Biomechsnical Examination or [] Gait Analysis [0 oOther
2. Identify casting technigque Wust create 30 volumetric model of patient’s foot

[0 Subtalar Weutral Cast( i e Plaster cast) [] Semi-Weight Bearing Cast (i.e. Foam Cast)
[] 3D Laser Scan [] Crther, please indicate

3. Copy of the lab imvoice showing the raw matenials nsed to constroct the orthotic and the costs associated’ momred in the

“lprﬁﬂ'ilr.ﬂt*lilﬁsh!ﬂ'lﬂ!ﬂhplm‘ipﬁl

Name of Physicisn / Chiropedist | Podistrist (Pleass Primt) Dase
O rapician [ Chiropodist O rodsaerist O O

Simmaiure Phome No. | ]
TREATMENT ESCRIFTHIN DATE OF PICKTP CHARGES §
TR & MO DAY
T : : $
i : : ¥
3. : : ¥

I CERTIFY THAT THE TREATHMENT DESCRIBED ABDVE WAS PERFDEMED EY ME AND ALL INFOEMATION FROVIDED ON THIES FOEM IS ACCURATE.

Signatare ol Provider A il itadion R st areadl M.

e —
THE FLAN MEMBER HAS FAID THE CHARGCES LISTED ON THIE § | certily thal the arbescs hive been picked up asd are i my pokicision asd berchy anthorize
CLAIM IN FULL FLEASE REMBIRSE THE PLAN MEMBER | payment direcily to e providir namsed alsive

IRECTLY.

Bigmature of Prusider “Higmabure ol Patical Thats
_H;.iﬁ.ﬁcirﬂhﬂw-hﬂh.ﬂﬂrﬂh‘lmMm“wmnﬂhhh_#ﬁdbﬂtl d; d thid the Gl iem prir ighed
by me B Goroes Shickd Cansda abeud siysll anid my dependents, will be uisad by Goroen Shicll Cassds for claims sdjudication sl say otber serviors 3 in the adminkd reSan af
var bemedils which may include the cachange of nfirm ativn with sther pariss b adminbder this benefd clim

| am sedborsed by my ad'or depndmis io dixcless mad reoeive mfsrmatisn abcal tham Sad is med far Sos | pndenizad @ad thb s remeSon may b seen by dhe cardioldar.

THE OOET, IFANYT, OF DIFT ARG THES INFORMATION IS AT THE EXFESSE OF THE PATIENT/FLAN MEMBIDRL
ALL CLAIMS MUST HE SUHMITTID WITHEY 12 MONTIHES J8F THE DATE 48 SERVICE (unbes stharsiss mamed in your baasln plas doecemsniutn .
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