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Diabetic Shoe Break-in Information 

• For the first 5 days only wear your shoes inside, preferably on carpet until

you decide to keep them.

• During the trial period, examine your feet before wearing your shoes,

looking for red spots.

• After wearing your shoes examine your feet again for any new red spots or

irritated areas.

□ Day 1: Wear shoes for one hour Date: ________ _ 

□ Day 2: Wear shoes for two hours Date: ________ _ 

□ Day 3: Wear shoes for three hours Date: ________ _ 

□ Day 4: Wear shoes for four hours Date: ________ _ 

□ Day 5: Wear shoes for five hours Date: ________ _ 

How long to wear shoes following the break-in period is at your discretion. It is 

highly recommended that break-in continues at a gradual pace to prevent any 

issues that can sometimes be associated with breaking in a new pair of shoes such 

as redness, irritation, and blistering. 

You may call Au Burn Pharmacy any time within the 5 day trial period, but close to 

the fifth day, your shoe fitter will call to see how you are doing with your shoes 

and to ask some follow-up questions. 

www .auburnpharmacies.com 

Retail 





Medicare Proof of Delivery and Return Policy for Diabetic Shoes 

The pol_icy of Au Burn Pharmacy, in conjunction with the Shoe Manufacturer, is that 

any problems with the shoes you received are returnable. The requirements for 

return include, wearing shoes only inside and not on any hard surfaces and 

returning shoes in a reasonable amount of time after the order is placed. (30 days) 

We will review any defects associated with wear and evaluate the return on an 

individual basis. This form also states that you are aware a·nd agree with this policy 

when you receive your shoes. 

I have had my final fitting for the diabetic shoes and have had the inserts molded 

for me. I find no problems at the time that I have taken delivery of my shoes and 

inserts. 

Date: 
-------------

Signature: _______________________ _ 

Printed Name: 
-----------------------



Diabetic Shoes Checklist - Medicare Part B 

Patient: ______________ Date: ________ _ 

Initial fitting scheduled for: ________________ _ 

Final fitting scheduled for: ________________ _ 

Follow-up documents due by: _______________ _ 

Initial paperwork required from patient: 

□ DME intake form

D Assignment of benefits form

□ Warranty information

□ Copy of patient's Medicare red, white, and blue card ifront and back)

□ Copy of patient's supplemental insurance cardifront and back)

□ Patient received business card with employee information who will be providing the
shoes

Documents required from prescriber(s ): 

□ Valid order/prescription from APRN/PA-C/MD/DO for-diabetic.shoes and heat
moldable inserts (must specify quantities and be dated on or after the date of foot exam

records)

□ Certifying statement from MD/DO {not older than 3 months)

□ Medical records of foot exam indicating shoe need (not older than 6 months)

□ Medical records of diabetes management (not older than 6 months and signed/co
signed by MD or DO)

Documents required for fitting/ delivery of diabetic shoes: 

D Checklist for initial fitting of diabetic shoes 

□ Final fitting for diabetic shoes

□ Follow-up for diabetic shoes (completed at one week]

□ Patient satisfaction survey {completed at time of follow-up)

□ Follow-up form for new diabetic patients {completed at one week) .

□ Medicare proof of delivery and return policy for diabetic shoes

□ Patient received copy of patient information packet { description of shoe fittings,
supplier standard�, HIPAA statement, equipment warranty information, complaint
protocol, patient rights and responsibilities)





Order for Diabetic Shoes and Inserts 

Patient Name: 
------------------------

Address: ___________ City: _____ State: __ Zip: __ _ 

Phone#: Birth Date: Gender: ______ _ 

1. Type of shoes prescribed (must check):

□ Extra Depth (ASS00) - 1 pair, unless otherwise noted

2. Type of inserts prescribed (must check one):

□ Heat Moldable (A5512} - 3 pairs, unless otherwise noted

□ Custom Fabricated {A5513} - 3 pairs, unless otherwise noted

3. Diagnosis Code(s): _______________ _

ICD Notes and/or Special Instructions: 

Physician Name: _____________ NPI #: ________ _ 
Physician Address: ______________________ _ 

City: __________ State: _____ Zip: _______ _ 
Phone: Fax: _____________ _ 

Physician Signature: ____________ Date: _______ _
(Must be a M.D., D.O., D.P.M., P.A., N.P. OR Clinical Nurse Specialist) 

(Original Signature and Date Required, NO signature or date stamps) 



Statement of Certifying Physician for Therapeutic Shoes 

Patient Name: Birth Date: 
------------- -----------

Address: _____________ Medicare#: ___________ _ 

I certify that all of the following statements are true: 

1. This patient has diabetes mellitus.
2. This patient has one or more of the following conditions. (Circle all that apply):

a. History of partial or complete amputation of the foot
b. History of previous foot ulceration
C. History of pre-ulcerative callus
d. Peripheral neuropathy with evidence of callus formation
e. Foot deformity
f. Poor circulation

3. I am treating this patient under a comprehensive plan of care for their diabetes.
4. This patient needs special shoes (extra-depth or custom molded shoes} because

of their diabetes.

Physician Name: ______________ NPI #: ________ _ 

Address: 
-----------------------------

City: __________ State: _____ Zip: ________ _ 

Phone: Fax: 
-------------- -------------

Physician Signature: _______________ Date: ______ _
(Must be a M.D. or D.O.) (Original Signature and Date Required, NO signature or date stamps) 

Certifying Form 















Every product sold or rented by our company carries a 1-year manufacturer’s warranty. AuBurn Pharmacy will notify all
Medicare beneficiaries of the warranty coverage, and we will honor all warranties under applicable law. AuBurn Pharmacy
will repair or replace, free of charge, Medicare-covered equipment that is under warranty.  In addition, an owner’s manual
with warranty information will be provided to beneficiaries for all durable medical equipment if manual is available.

  Store Locations
AuBurn Pharmacy  429 N Maple, Garnett, Ks 66032 785-448-6122 Hours: M-F 8:30 – 7:00, Sat 8:30 – 2:00  PTAN# 0524000001

AuBurn Pharmacy 6 S Metcalf Rd, Louisburg, Ks 66053 913-837-5555 Hours: M-F 9:00 – 7:00, Sat 9:00 – 4:00  PTAN# 0524000005

AuBurn Pharmacy 311 N Hospital Dr., Paola, Ks 66071 913-294-3516 Hours: M-F 8:30 – 8:00, Sat 8:30 – 5:00, Sun 11:00-4:00 PTAN# 0524000026

AuBurn Pharmacy 1021 Poplar, Suite A, Wellsville, Ks 66092 785-883-2462 Hours: M-F 8:30 – 6:30, Sat 8:30 – 1:00  PTAN# 0524000006

AuBurn Pharmacy 400 Ames St, Baldwin City, Ks 66006 785-594-0340 Hours: M-F 8:30 – 7:00, Sat 8:30 – 2:00  PTAN# 0524000025

AuBurn Pharmacy 625 Main St, Mound City, Ks 6605 913-795-4435 Hours: M- F 8:30 – 6:00, Sat 8:30 – 2:00  PTAN# 0524000013

AuBurn Pharmacy 13351 Mission Rd, Leawood, Ks 66209 913-469-9315 Hours: M-F 9:00 – 7:00, Sat 9:00- 4:00  PTAN# 0524000020

AuBurn LTC 401 W. Frontier Ln, Suite 300, Olathe, KS 66061 PTAN# 0524000007

AuBurn Pharmacy 16611 E 23rd St Independence, MO 64055 816-833-8629 Hours: M- F 9:00 –7:00, Sat 9:00 – 4:00  PTAN# 0524000019

AuBurn Pharmacy  9107 NW 45 HWY, Parkville, Mo 64152 816-587-2211 Hours: M- F 9:00 –7:00, Sat 9:00 – 4:00  PTAN# 0524000021

AuBurn Pharmacy 890 Lakin St Osage City, Ks 66523 785-528-4415 Hours: M-F 8:00 – 6:00, Sat 8:00 – 2:00  PTAN# 4571000001

AuBurn Pharmacy  310 E. 15th Eudora, Kansas 66025 785-690-7575 Hours: M-F 8:30 – 7:00, Sat 8:30—4:00  PTAN# 0524000008

AuBurn Pharmacy 1518 N Buckeye Ave, Abilene, KS 67410 785-263-3770 Hours: M-F 8:00--7:00, Sat 9:00--4:00,  Sun 11:00-4:00 PTAN# 6857520002

AuBurn Pharmacy 211 Main St, Carbondale, KS 66414 785-836-7202 Hours: M-F 8:30-5:30 , Sat 9:00--1:00  PTAN# 0524000009

AuBurn Pharmacy 216 N. Harrison, Lindsborg, KS 67456 785-227-3374 Hours: M– F 9:00– 6:00, Sat 9:00– 1,  Sun 5:00– 7:00 PTAN# 0524000014

AuBurn Pharmacy 1526 Lincoln, Concordia, KS 66901 785-243-1212 Hours: M-F 8:30-6:00, Sat 8:30-2:00  PTAN# 0524000010

AuBurn Pharmacy 209 West 2nd Street, Minneapolis KS 67467 785-392-2213 Hours: M-F 9:00-6:00, Sat 9:00-1:00  PTAN# 0524000012 

AuBurn Pharmacy 20375 W. 151st suite 100A, Olathe, KS 66061 913-393-4440 Hours: M-F 8:30-6:00, Sat 9:00-2:00  PTAN# 0524000011 

AuBurn Pharmacy  113 E US HWY 54, Camdenton, MO 65020 573-346-3396 Hours: M-F 9:00-6:00, Sat 9:00-1:00  PTAN# 0524000016

AuBurn Pharmacy 1200 E. 10th. Suite B., Holden, MO 64040 816-732-5514 Hours: M-F 9:00-6:00, Sat 9:00-1:00  PTAN# 0524000017 

AuBurn Pharmacy  301 North 14th, Rich Hill, MO 64779 417 -395-4700 Hours: M-F 9:00-6:00  PTAN# 0524000023

AuBurn Pharmacy  105 S Oak, Nevada, MO 64772 417-667-7802 Hours: M-F 9:00-6:00, Sat 9:00-6:00  PTAN# 0524000027

AuBurn LTC  125 S Washington STE 200, Nevada, MO  64772  417-667-2500  Hours: M-F 9:00-6:00, Sat 9:00-3:00  PTAN# 0524000022

AuBurn Pharmacy  54B SE 1st Lane,Lamar, MO 64759  417-682-5838  Hours: M-F 9:00-6:00, Sat 9:00-1:00  PTAN# 0524000018

AuBurn Pharmacy  6 W Broadway, Lebo, KS 66856 620-256-6122 Hours: M-F 8:00-6:00, Sat 8:00-1:00  PTAN# 0524000015

AuBurn Pharmacy  5318 W Central Ave, Wichita, KS 67212 316-252-8600 Hours: M-F 8:00-5:00, Sat 8:00-12:00  PTAN# 0524000024

AuBurn Pharmacy  810 W 35th St, Higginsville, MO 64037 660-584-2700 Hours: M-F 9:00-6:00, Sat 9:00-1:00  PTAN# 0524000028 

 AuBurn Pharmacy  1109 S 169 HWY, Smithville, MO 64089 816-532-0977 Hours: M-F 9:00-7:00, Sat 9:00-1:00  PTAN#0524000029 

 

Equipment warranty information

Signature:         Date:

R

AuBurn Pharmacy  716 N 4th St Burlington, KS 66839 620-364-3388 Hours: M-F 9:00-6:00, Sat 9:00-2:00  PTAN#0524000030

913-294-9125 Hours: M-F 9:00 – 7:00, Sat 1:00- 5:00  



PROTOCOL FOR RESOLVING COMPLAINTS FROM MEDICARE BENEFICIARIES 

The patient has the right to freely voice grievances and recommend changes in 

care or services without fear of reprisal or unreasonable interruption of services. 

Service, equipment, and billing complaints will be communicated to the Director 

of Customer Services or Pharmacy Manager. These complaints will be 

documented on the Medicare Beneficiary Complaint Summary Log, and 

completed forms will include the patient's name, address, telephone number, 

health insurance claim number, and a summary of actions taken to resolve the 

complaint. 

All complaints will be handled in a professional manner. All logged complaints will 

be investigated, acted upon, and responded to in writing or telephone by the 

manager/representative within a reasonable amount of time after the receipt of 

the complaint. If there is no satisfactory resolution of the complaint the next level 

of management will be notified progressively and up to the president or owner of 

the company. 

The patient will be informed of this complaint protocol at the time of set-up of 

service. 

If you have any unresolved issues, you may file a complaint with our Au Burn 

Corporate Office or our Accrediting Organization. 

AuBurn Corporate@ 1-785-448-3600 

The Compliance Team @ 1-888-291-5353 









Medicare Capped Rental Service and 

Inexpensive or Routinely Purchased Item 

Notification for Services on of after January 1, 2006 

I received instructions and understand that Medicare defines the ________ that I 

received as being either capped rental service or an inexpensive or routinely purchased item. 

FOR CAPPED RENTAL SERVICES: 

• Medicare will pay a monthly rental fee for a period not to exceed 13 months, after

which Ownership of the equipment is transferred to the Medicare beneficiary.

• After ownership of the equipment is transferred to the Medicare beneficiary, it is the

beneficiary's responsibility to arrange for any required equipment service or repair.

• Examples of this type of equipment include:

Hospital beds, wheelchairs, alternating pressure pads, air fluidized beds, nebulizers,

suction pumps, continuous airway pressure (CPAP) devices, patient lifts, and trapeze

bars.

FOR INEXPENSIVE OR ROUTINELY PURCHASED ITEMS: 

• Equipment in this category can be purchased or rented; however, the total amount paid

for monthly rentals cannot exceed the fee schedule purchase amount.

• Examples of this type of equipment include:

Canes, walkers, crutches, commode chairs, low pressure and positioning equalization

p'ads, home blood glucose monitors, seat lift mechanisms, pneumatic

compressors,(lymphedema pumps), bedside rails, and traction equipment.

• I select the :

Purchase Option _______ _ 

. Beneficiary Signature 

Revised: 01/05/2010 sjw 

Rental Option ______ _ 

Date 


