
PATIENT INFORMATION:

	 Name:					   

	 Age:	 Height:	 Weight:	 Sex:

	 Shoe Size:	 Width:	 Shoe Style:

	 Occupation:		  Activity Level:

Total contact
orthotic labSTOTAL CONTACT ORTHOTIC LABS

714 Chief St. • P.O. Box 465 • Benkelman, NE 69021
866.574.0770 • www.totalcontactorthotic.com

PRESCRIPTION FORM

ORTHOTIC DESIGN:
	 Rigid      1/8     5/32    3/16
	 q 	 Total Basic 
		       Rearfoot post 
	 q 	 Total Woman
	 q 	 Total Dress 
	 q 	 Total Carbon

	 Semi-Rigid
	 q 	 Podiatrist Choice
	 q 	 Total Kid 
	 q 	 Total Sport
	 q 	 Total Golf:    Dominate Hand    q R   q L 

	 Flexible/Diabetic
	 q 	 Total Cloud Walk

ORTHOTIC LENGTH:
	 q 	 Metatarsal Head 

	 q 	 Sulcus

	 q 	 Full Length 

DATE: __________________    Invoice #: _______________

	 Referring Practice:					   

	 Referring Doctor:	                                                        Credit Card on File: 

top covers:
q  	 Comfort Cell

	 Blue    Black Ice    Storm    Pink    Forest Green 

	 Pink & Purple Swirl    Blue Marble 

q  	 Naugahyde (available on — woman, dress, basic & carbon)

	 Burgandy    Tan    Blue    Brown    Cream    Black

q  	 Nora Luna

q  	 Spenco

q  	 Diabetic/Accommodative

OTHER INSTRUCTIONS:

ADDITIONS:
	 q 	 High Gear Break
	 q 	 Heel Cup Height    _____mm
	 q 	 Metatarsel Pad
	 q 	 Cut Outs        B/L      R        L  
		   1st     2nd     3rd     4th     5th
	 q 	 Heel Spur      R       L    
		  Padding     Cut-Out     Horseshoe

	 q 	 Bunion Flange      R       L  
		      (Podiatrist’s Choice, Total Sport)

	 q 	 Morton’s Extension      R       L
	 q 	 Raise Heel / Heel Lift   
		      R___mm           L___mm	
	 q 	 Kirby Skive   
		      R___mm           L___mm	
	 q 	 Modified Kirby Skive  
		      R___mm           L___mm

	 q 	 Medical Flange   
		      R___mm           L___mm

	 q 	 Lateral Flange  
		      Low         Medial        High

	 q 	 Sulcus Crest (metatarsal bar)

ADDITIONS:
	 q 	 Lab Discretion
	 q 	 Post According to Case
	 q 	 Post as below:
	 Right	 Left
Rearfoot:	 ___Varus ___Valgus	 ___Varus ___Valgus
	                                         Intrinsic      Extrinsic
	 Right	 Left
Forefoot:	 ___Varus ___Valgus	 ___Varus ___Valgus
	                                         Intrinsic      Extrinsic

ADDITIONS:
	 q 	 Shipping Labels
	 q 	 Bio Foam Boxes (please call)
	 q 	 Prescription Forms

	 Standard turnaround is 7 days in lab

	 q	 Rush Charge ($30)	

	 	 Please Initial _________

	 	 Date Needed _________

	 Retain pink copy for your files.


