
Customer Name ______________________________________________________

Practitioner __________________________________________________________

Address ________________________________________________________________________

____________________________________________________________________

Phone No. ___________________________________________________________

Account No. __________________________________________________________________

Patient Name ________________________________________________________

o Left    o  Right    o  Bilateral

Age ________  Sex _________  Height _________  Weight _________

Diagnosis ______________________________________________________________________

Date Required _________________________________________________________________

SPECIAL NOTES
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Tone Inhibiting Modifications    o None o Agressive

Straps	 o White Strap Standard Other __________________________

Pads	 o White Pad Standard Other __________________________

Additional Padding
o Posterior Proximal Calf

o Navicular

o Other _____________________

Pattern Transfer ______________________________________________________

Posting
o None/Std	 o  Full Plantar

o Heel Post	 o  Heel & Midfoot

o Other ______________________
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FAB USE ONLY

Date Received ______________________

Order # __________________________________

Forefoot Alignment	 Note: Drawings show finished orthosis

Please indicate finished post height — inches or centimeters.
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Std Strapping Shown Above  Finished Length _________________

Lateral View Medial View

Right Ankle Alignment
o Neutral o As Casted
o _____ ° Dorsi o/Plantar o

Right Heel Alignment
o Neutral o As Casted

Left Ankle Alignment
o Neutral o As Casted
o _____ ° Dorsi o/Plantar o

Left Heel Alignment
o Neutral o As Casted

PLS AFO with SMO Trim Lines

Optional inner boot
o 3/32 pe (standard)
o 1/8 proflex
o 1/8 foam

Lakeshore Central Fab.
4605 Detroit Ave | Cleveland, OH 44102    
ph: 216-651-0110 | fax: 216-651-5105 
fab@lakeshorecfab.com

o Tune-wedge 10° anterior o Tune-wedge 10° anterior

Shoes: o Answer 2  o  Keeping Pace  Size: _________________
Socks: Additional quantity:    ________________________________

PreFit Option: YES NO

Strap Options
o Attach
o Send
o None
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