Phone: (866) 366-8929 FAX: (561) 964-1091
6131 Lake Worth Road

000 @
v Suite C
Greenacres, Florida 33463

ORTHOPEDI

c The Palm Beach AFO
& Balance Brace

Account Name:

t—.

Balance Brace

Billing Address:

[JBalance Brace (Standard BLACK)

[JNon-Articulating AFO (Standard) Pali BeadVARO

City:____ State:__________ [JArticulating AFO (Pick Options Below)
Zip:__

Phone Color: [JBLACK CJNATURAL (Std.)
Fax: Brace: OJLINED (JUNLINED (Std.)

Email Address:

Cast Correction:

PATIENT INFORMATION: [190¢ o it . f .
Name: 1 [(JDorsiflexion [JPlantarflexion
Age: _________ Sex: M or F [(J Do Not Correct

Weight: _________

Diagno.sis: Hind Foot Subtalar: Forefoot Aligment:

Shoe Size: __________ O Neutral ONeutral

oRIGHT olLEFT oBILATERAL O Do not Correct (ODo Not Correct

SHIP TO (if different from billing address) NOTE: Cast above calf

Company Name:

Address:

City:
Zip: Phone:

State:___ A

Fax:

Options for AFO:
L« 90° Tamarack

ACaIiper
DLengths

OCircumference

(J*Dorsi Assist with Plantar Flexion Stop

L*Limited Range of Motion Control MARK FOR ACCOMMODATIONS
Plastic Length: Top Cover Length:
(] To Mets (Std.) [ONone (Standard)
(JTo Sulcus UMets
(JTo Sulcus SPECIAL INSTRUCTIONS:

(JEnd of Toes

TOP COVER MATERIAL:
*additional charge

JEnd of Toes

OEVA [OJ*NEOPRENE
[(J*PLASTAZOTE/PORON



