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 URGENT  FOR REVIEW  PLEASE COMMENT  PLEASE REPLY  PLEASE RECYCLE 

 
If you believe that you have received this fax in error, please follow these instructions: 
 
The information contained in this fax transmission is privileged and confidential – intended solely for the use of the 
individual or entity named below.  If the reader is not the intended recipient you are notified that any dissemination, copying or 
distribution of this communication is strictly prohibited.  If you receive this fax in error please return the original to CESCO Medical, 
(fax number listed above) and destroy the original.  Thank you. 

 
 

The Following is the exact verbiage from the 
Medicare LCD for qualifying coverage criteria for 
a HINGED KNEE BRACE: 

 
 
 

A knee orthosis with joints (L1810) is covered for ambulatory 
beneficiaries who have weakness or deformity of the knee and 

require stabilization. 
 
 
 
 

*MEDICARE REQUIRES CURRENT 
CHART NOTES THAT STATE THE 

ABOVE QUALIFYING INFORMATION* 
 
 
 
 



CESCO MEDICAL 
21829 Hwy 99 

Edmonds, WA 98026 
P 425-774-0083 / F 425-774-0420 

cesco-medical.com 

 
 

OFF THE SHELF 
HINGED KNEE BRACE 

Rx 
 
 
          Dr.        

                              
  NPI #      

 
Patient Name         DOB _____________ 
 
Diagnosis (ICD-10)  ________ ________ __________ ________ 
 
 
 
 

Y N The patient is ambulatory? 
 
Y N The patient has a weakness or deformity of the knee and 

requires stabilization? 
 
 
 
 

 
Quantity: ___________           For RIGHT or LEFT Limb: ___________ 
 
 
 

Length of Need (99 = Lifetime): ________ Months 
 
 
 
 
_________________________________        _______________________ 
Physician Signature     Date 


