
1FOOTWAY

® 

ORTHOPEDIC 

Date: P.O #: 

Account Name: 

Bi 11 i n g Ad d re s s : _______________ _ 

City: ___________ State: _________ _ 

Zip: _________ _ 

Phone: _________________ _ 

Fax: __________________ _ 

Em a i I Ad d re s s : ___________________ _ 

PATIENT INFORMATION: 

Name: _________________________ _ 
Ag e : _________ Sex : M o r F 
Weig ht: ________ _ 
D i a g nos i s : _____________________ _ 
S h o e S i z e : _________ _ 

The Boca 

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

Suite C
 Greenacres, Florida 33463 

Brace 

Uprights: 0 Split (Std.) 0 Solid 

Pad Color: 0 Black 

Ankle Joint: 

0 Red O Blue 

O Full Flexion Rivet Joint 

D 90° Tamarack (Std.) 
Durometer: 

D 75 

D Darsi Flexion Assist 085 

Foot Plate Shell Length: 

□ To Met (Std.)

□ To Sulcus

D To Toes 

Heel Cup: 

D 3 5 m m (std . ) D 1 8 m m D 14 m m D Other: ______ _ 

Forefoot Post: □ None (Std.) D Yes: M/L ________ _ 

NOTE: This brace is FULLY custom molded
cast MUST be above calf. 

SHIP TO (if different from billing address) 

Co m pan y N am e : ______________________ _ 

Address: 
C i t y: __________________ St ate : _______ _ 

Z i p : __________ Pho n e : _______________ _ 
Fax: 

Cast Correction: 

□ go
o 

□ _________ 
0 D Dors iflex ion □Plantarflexi on

D Do Not Correct 

Hind Foot Subtalar: 

□ Neutral

Forefoot Aligment: 

□ Neutral
□ Do not Correct D Do Not Correct

Foot Plate Trim Lines: 

D Standard □Thin 

Top Cover Length: 

□ To Mets □To Sulcus (Std.)

Top Cover Material: 

□To Toes

DEVA (Std.) □ *Neoprene D *Plastazote/Poron 

*additional charge

6caliper 
Olengths 

Qcircumference 

MARK FOR ACCOMMODATIONS 

Arch Fill; 
D Minimum 
D Standard 
D Maximum 

Ankle Alignment: 

D 90° D ________ D / P 

Hind Foot: 
D Neutral (Std.) 
□ Do Not Correct

Modify Foot Plate: 
D Navicular □ Styloid 5th Met

□ RIGHT     □  LEFT     □ BILATERAL




