
Prescriber Name (please print): 	 Prescriber Signature:			               Date:

Prescriber Specialty:			   Prescriber Phone Number:	   NPI:

Clinic Name:	                           	         Street Address:

City: 						             State:			              	    	     Zip:

Walkasins® Prosthetic Device (L8720) for gait and balance impairment 
from lost plantar sensation due to peripheral neuropathy of permanent or 
indefinite duration.

Prescr iber Cert i f icat ion and Signature:  I  cert i fy th is pat ient  is  under my care and Walkasins is 
c l in ical ly appropr iate and medical ly necessary and there are current ly no contraindicat ions* 
that  prohibi t  use of  the prescr ibed prosthet ic device.  I  a lso cert i fy I  have included al l  necessary 
informat ion on this form and am duly author ized to issue this prescr ipt ion and disclose pat ient 
informat ion to RxFunct ion,  Inc.

Place Copy in 
Patient Chart

Prescr ipt ion Form For Walkasins® System

RxFunction, Inc.
6509 Fly ing Cloud Drive,  Sui te 140
Eden Prair ie,  MN 55344
Phone:  888.382.3518
Fax:  833.205.9538
NPI: 1144048919

Patient Information Supplier Information
Name:  					     Date of Birth:   

Address:  				       

City:  				    State:		  Zip Code:   

Phone:  				       

Quantity: 2 (1 Right Leg, 1 Left  Leg)

Frequency:  Dai ly for  standing and walking act iv i t ies

* Untreated lymphedema; untreated lesion of any kind, swell ing, infection, inflamed area of skin or eruptions on 
lower leg near product use; acute thrombophlebitis including deep vein thrombosis, untreated fractures in the foot 
and ankle; or severe peripheral vascular disease.
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Please fax completed prescription to RxFunction at 833.205.9538


