
 
REFERRAL INFORMATION FOR  

UPPER EXTREMITY PROSTHETIC CARE 
 

At Compass Limb & Brace, LLC we recognize that insurance and Medicare requirements for documentation are 
extensive. We would be happy to make this process easier by offering a free Pre-Evaluation of your patient 
before you complete this documentation. We can offer more concise guidance for specific patient 
documentation that will aid physicians in getting the documentation done right the first time. 
 
The following attached information will help aid you in completing all necessary documents for prosthetic care 
for your patient: 

 
Because the determination of medical necessity is based primarily on the physician’s medical record the 
following documentation must be completed by the physician and a part of the patient’s permanent medical 
record. This will ensure that your patient receives the best prosthetic care, as quickly as possible. (See Medicare 
‘Dear Physician’s’ Letter) 
 
 
FAX THE FOLLOWING COMPLETED INFORMATION: 

 The Prescription 
 The Physician’s Chart Notes justifying the patient’s need for a prosthesis 

  TO: 

  COMPASS LIMB & BRACE, LLC 
ATTN: ERIKA NEILSON  
FAX: 801-392-0797 

-----------------------------------------------------------------------------------------------------------------------------------------------------------  

Please include ALL of the following Requirements on the Rx: 
 Patient’s name  
 Date of order  
 Description of item being dispensed (see suggestion above) 
 Printed name and signature of Physician 
 Physician NPI 
 Physician Address 

 

  



Please document the following information as part of the permanent medical record: 

A. Physical Exam (relevant to functional deficits)   
a. Weight, height, weight loss/gain  
b. Cardiopulmonary examination  
c. Musculoskeletal examination (Arm strength; range of motion)  
d. Neurological examination; (conditions that cause impairments in coordination, e.g. Stroke, MS, 

etc.) 
B. History of amputation 

a. Diagnosis/Reason for amputation(s)  
b. Date of amputation(s) 
c. Side of amputation(s)  
d. Clinical course 
e. Therapeutic interventions and results;  
f. Prognosis 

C. Functional deficits - Symptoms limiting ambulation/dexterity*  
a. Medical history relevant to deficit(s) 
b. Activities of daily living (ADL) and how impacted by deficit(s) 
c. Diagnoses causing these symptoms 
d. Other comorbidities 
e. Other ambulatory assistance currently used (wheelchair, walker, cane, caregiver, etc. 

with/without prosthesis) 
D. Functional Capability - Description of patient’s functional capabilities as they relate to the patient’s 

activities.  
a. Patient’s activities prior to amputation  
b. Patient’s current activities  
c. Activities that patient desires to do, and has the potential for, using the new prosthesis.  
d. If the patient has the potential to achieve a higher functional level, there must be an 

explanation (e.g. deconditioned state is reversible by physical training/therapy).  
E. Current Prosthesis (If applicable):  

a. The condition of each prosthetic component (e.g. socket, shoulder, elbow, wrist, terminal 
device) should be documented. 

b. One of the following reasons for replacement should be documented for each component 
being replaced.  
  • Patient’s functional needs have changed  
  • Due to physical changes the component no longer fits  
  • Device is irreparably worn  
  • Device is damaged beyond repair  
  • Cost to repair will be greater than 60% of the cost to purchase a new device.  

c. If the patient’s condition has changed, describe why the current prosthesis is no longer 
appropriate.  

d. If the device was damaged or lost, describe the incident.  



F. Previous Prostheses:  
Document patient’s past experience with prosthetic components (what has been tried, and the result) 

G. Desire and Motivation:  
Document both the patient’s desire and motivation to use the new prosthesis. Recommendation for 
the type of new Prosthesis/ Component(s) and the medical reason for your decision.  

•  The recommendation must be based on patient’s prior activities, current condition, and 
desire to use the new prosthesis. Include a statement as to what your decision is based on.  

• The Brand name of the prosthetic components is not required.  
H. Prognosis: 

Document patient’s prognosis using the new device, including your opinion as to approximately how 
long it will take patient to reach the higher functional level (if applicable) 


