Medical Prescription to Train a Service Dog
This form is to be completed by your endocrinologist or physician
and mailed to Sugar Dogs International, Inc., P.O. Box 86, Brooker, FL 32622
Authorization for Release of Medical Information:

Dr. __________________________,

Please release the requested medical information regarding my diabetic condition to SUGAR DOGS INTERNATIONAL, INC.  This information will be used to help determine my abilities in regards to the training and maintenance of a service dog.

Applicant's Name (please print): ______________________________________________ 

Applicant's Signature: ______________________________  
(if a minor child, form must be signed by parent or legal guardian)

Date: ___________________

Doctor's Name: __________________________________________________________
Type of practice: _________________________________________________________

Address: ________________________________________________________________

City: _________________ County: _________________ State: ________ Zip:________

Phone: ______________________________
Fax: ________________________________

Patient Information:  (We train dogs for many health challenges – not only diabetes.)
Type I (insulin dependent) diabetes mellitus

(  )  Yes
(  ) No
Type II (adult onset – on oral agent) diabetes mellitus
(  )  Yes
(  ) No

Type II (diet & exercise controlled) diabetes mellitus
(  )  Yes
(  ) No

Are there significant other disabilities?


(  ) Yes 
 ( ) No

If so, please describe completely: ____________________________________________

________________________________________________________________________

At what age was he/she diagnosed? _________  

Is there incapacity due to alcohol or drug abuse?
( ) Yes   ( ) No

PLEASE CIRCLE ALL THAT APPLY / Please leave blank what does not apply
Do the effects of this patient's disability include:

Failure to recognize hyperglycemia

Failure to recognize hypoglycemia

Deafness    Speech impairment    Reduced stamina    Hearing loss                 

Coordination problems    Limited mobility      Memory loss    Spasticity

Delayed development      Vision impairment      Muscular weakness

Other: ________________________________________________                                   
Does this patient have trouble with any of the following?
Allergies      Chronic pain      Heightened emotions      Depression

Seizures      Balance        Brittle bones      Heat/Cold Sensitivity
Other ___________
Does this patient use any of the following aids or assistive devices?

Prosthesis      Leg brace       Wheelchair- manual       Wheelchair- electric

Wrist brace       Hearing aid        Crutch/cane        Walker   

Other: _____________________________________________                             ______
Does this patient...

Drive       Travel by bus 
Travel by train 
Travel by airplane         

Current number of hours of attendant care per week, if applicable:  _______________  _____________
Please describe fully the type of care this patient requires including insulin dosage(s), list of prescribed medications, glucose testing (number of times per day), recommended caloric intake, recommended daily exercise, or other recommended activities, etc.  This may be done on your letterhead or by sending copies of your office notes or prescribed regimen.
OTHER HEALTH CONDITIONS:
☐
None

☐
Allergies – Seasonal
☐
Cancer

☐
Heart Condition
☐ PTSD

☐
Arthritis

☐
Epilepsy
☐
High Blood Pressure
☐ Thyroid

☐
Asthma

☐
Glaucoma
☐
High Cholesterol
☐ Other












    (describe)


ADL= Activities of Daily Living

Is this patient:







Please Circle Below

A.  Able to exercise judgment and make

      decisions necessary for ADL?




Yes   Minimally    No

B.  Able to sustain an attention span?




Yes   Minimally    No

C. Manifesting inappropriate behavior beyond

     his or her control?






Yes   Minimally    No

D. Able to control physical and motor 

     movement sufficient to sustain ADL?



Yes   Minimally    No

E. Capable of perception and memory to the

     degree necessary to sustain ADL?




Yes   Minimally    No

F. Able to follow directions and learn to the

     degree necessary to sustain ADL?




Yes   Minimally   No

G. Under medication which impairs physical

      or mental functioning?





Yes   Minimally  No

H. Capable of decisions concerning self and

      others needs and safety?





Yes   Minimally   No

Do you recommend this individual for a diabetic alert service dog?
( ) Yes   ( ) No

(A prescription is required, see attached.)
Do you recommend this individual for a medical alert service dog?
( ) Yes   ( ) No

(A prescription is required, see attached.)

Comments: ______________________________________________________________


Physician Signature: _____________________________________ Date: ___________ __

Printed Name of Physician:  












REQUIRED PRESCRIPTION AND LETTER OF MEDICAL NECESSITY (p. 1)
Prescription must include the following information:

1.
Patient Information

a. Patient’s name

b. Age and gender

c. Date of last exam

d. Diagnosis

2.
Physician Information

a. Name and DEA number
b. Title

c. Clinic/Hospital name and address

d. Telephone number

3.
Recommendation on type of service animal that would benefit patient

4.
All appropriate condition/diagnostic and medical billing codes

Example of written prescription:

Perfect Health Services

123 Sunnyside Cir.

Tampa, FL 33602

813-877-1234

Fax: 813-877-5678

Patient’s Name  

Jane Doe


  Date  

4-2-2017



Patient Address 
807 Know St., Plant City, FL 33563
Allergies 
mushrooms

Rx:

Jane Doe has Type 1 diabetes mellitus (T1D) (CPT Code: 250.3, E10) and would benefit from a service dog to alert for high and low blood glucose (BG).  A service dog is a medical necessity.  (CPT Code: 98962, E0700).

John E. Smith, M.D. ID #965085429


John E. Smith, M.D.




Physician Name and DEA # or 9 digit identifier

Physician Signature

(Print or Stamp)


REQUIRED PRESCRIPTION AND LETTER OF MEDICAL NECESSITY (p. 2)

Letter must include the following information:

1.
Patient Information

a. Patient’s name

b. Age and gender

c. Date of last exam

d. Diagnosis

2.
Equipment needs

a. Medication patient is prescribed and any equipment currently being used (e.g., wheelchair, cane, etc.)

b. What type of service dog is recommended? (e.g., Autism, Cardiac, Diabetic, Epileptic, Guide, Hearing, Medical, Mobility, Post-Traumatic Stress Disorder (PTSD)  Why recommending?  What task/skill do you think a service dog could perform for this patient?
3.
Physician Information

a. Name and DEA number
b. Title

c. Clinic/Hospital name and address

d. Telephone number

3.
All appropriate condition/diagnostic and medical billing codes

Example of Letter of Medical Necessity:

Perfect Health Services

123 Sunnyside Cir.

Tampa, FL 33602

813-877-1234 - Fax: 813-877-5678

Date  4-2-2017
To whom it may concern:

I, John E. Smith, M.D., of Perfect Health Services, hereby prescribe a service dog to assist Jane Doe.  Jane Doe is a 20-year-old female that was last examined on June 15, 2015 and diagnosed with Type 1 diabetes mellitus (T1D) (CPT Code: 250.3, E10).  Ms. Doe wears an insulin pump and uses lancets and a glucometer to test her blood glucose (BG) levels throughout the day and night.  Currently, Jane Doe is prescribed 70 units per day of Novolog insulin.  On Jane Doe’s good physical and mental health days, Ms. Doe is a highly functioning member of society, but this lifelong health challenge can cause her blood glucose levels to drop to dangerous levels, hypoglycemia, or rise to dangerous levels, hyperglycemia.  Therefore, Jane Doe would benefit from a diabetic alert service dog to alert for high and low blood glucose (BG).  Through the assistance of a diabetic alert service dog, alerting Ms. Doe to her dropping or rising BG levels, she will maintain more optimal control of her BG and avoid known diabetic complications such as blindness, kidney failure, amputation, etc.  A service dog is a medical necessity.  (CPT Code:  98962, Patient Education/Training for Self-Management; Durable Medical Equipment Code:  E0700, Safety Equipment, device or accessory, any type).

Very truly yours,
John E. Smith, M.D.




Physician Signature

John E. Smith, M.D. ID #965085429
Physician Name and DEA # or 9 digit identifier 

(Print or Stamp)



Do you feel our program might benefit from a consultation with you?           ( ) Yes ( ) No











