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References: L33733, A52459 

All Canes and Crutches

 Dispensing Order, if applicable

 Detailed Written Order (DWO)

 Benefi ciary Authorization

 Proof of Delivery (POD)

 Method 1 - Direct Delivery to the Benefi ciary by the Supplier
The date the benefi ciary/designee signs for the equipment is to be the date of service 
of the claim.

 Method 2 - Delivery via Shipping or Delivery Service
The shipping date is to be the date of service of the claim.

 Continued Need

 Continued Use

Medical Records

Medical records document all of the following:

 Benefi ciary has a mobility limitation that signifi cantly impairs his/her ability to participate in one or more 
mobility-related activities of daily living (MRADL) in the home.

 Prevents the benefi ciary from accomplishing the MRADL entirely; or

 Places the benefi ciary at reasonably determined heightened risk of morbidity or mortality secondary 
to the attempts to perform an MRADL; or 

 Prevents the benefi ciary from completing the MRADL within a reasonable time frame; and

 Benefi ciary is able to safely use the cane or crutch; and

 The functional mobility defi cit can be suffi ciently resolved by use of a cane or crutch.

Billing Reminders
• A white cane for a blind person is a noncovered item and should be coded A9270.

• All canes and crutches should be billed using specifi c codes listed in the LCD. Do not use E1399 to code 
any type of cane or crutch regardless of special features or weight capacity.

• Canes or crutches which contain a spring that reduces impact and vibration against the ground should be 
coded with the existing codes for canes or crutches.

Documentation Checklist
Canes and Crutches
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Print FormPrint FormPrint Form
The content of this document was prepared as an educational tool and is not intended to grant rights or impose 
obligations. Use of this document is not intended to take the place of either written law or regulations. Suppliers 
are reminded to review the Local Coverage Determination and Policy Article for specifi c documentation guidelines.


	Button28: 
	Button51: 
	Check Box13: Off
	Text7: - Beneficiary name- Delivery address- Detailed description of item(s) delivered- Quantity delivered- Date delivered- Beneficiary/designee signature
	Button6: 
	A new initial F2F if E0601 has been used for more than 3 months and the beneficiary switched to: Off
	Text1: - Beneficiary name- Delivery address- Package ID number/Invoice number or alternative method that links delivery documents to delivery service records- Detailed description of item(s) delivered- Quantity delivered- Date delivered- Evidence of delivery
	Text9: - Timely documentation in the beneficiary's medical record showing usage of item, related option/accessories and suppliers or - Supplier records documenting the request for refill/replacement of supplies in compliance with the Refill Documentation Requirements (This is deemed to be sufficient to document continued use for the base item, as well) or- Supplier records documenting beneficiary confirmation of continued use of a rental item 
	Text10: - A properly completed CMN or DIF with an appropriate length of need specified or- A recent order by the treating physician for refills or- A recent change in prescription or- Timely documentation in the beneficiary's medical record showing usage of the item
	Button4: 
	Button5: 
	Check Box211: Off
	Check Box222: Off
	Text15: The beneficiary's medical records must reflect the need for the item provided and can include the physician's office records, hospital records, nursing home records, home health agency records, records from other healthcare professionals and test reports. These records are not routinely submitted but must be available upon request. Therefore, while it is not a requirement, it is a recommendation that suppliers obtain and review the appropriate medical records and maintain a copy in the beneficiary's file.
	Button7: 
	Text3: - Description of the item(s)            - Beneficiary name- Physician name                - Date of the order and the start date (if applicable)- Physician signature (if written order) or supplier signature (if verbal order)
	Group41: Off
	Check Box57: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box1: Off
	Button2: 
	Check Box3: Off
	Button8: 
	Text11: - Beneficiary name                - Physician name - Date of the order and start date (if different from date of order)- Detailed description of the item(s)        - Physician signature and signature date Items Provided on a Periodic Basis- Item(s) to be dispensed            - Dosage or concentration (if applicable)- Route of administration (if applicable)    - Frequency of use- Duration of infusion (if applicable)        - Quantity to be dispensed- Number of refills (if applicable)
	Text12: A beneficiary signed CMS 1500 claim form or a supplier generated document whereby the beneficiary requests payment of authorized Medicare benefits for any services furnished by or in (name of supplier) and authorizes any holder of medical or other information to release to Medicare and its agents any information needed to determine these benefits or benefits for related services.
	Button19: 
	Repeat sleep test in a facilitybased setting Type 1 study: Off
	Medical records document_2: Off


