w @ FOOTWEAR 42 Niagara Street, Han_1|_1’[|(.):né 005N5I£E13L1g/;§
oRTHOTICS MODIFICATION FORM cox 0821 101

Driving the orthotic revolution

DR/CLINIC INFORMATION p PATIENT INFORMATION
NAME: 4 NAME:
A
ADDRESS: A sex: Om OF
PHONE: i
FAX: i ACE
N
EMAIL: i WEIGHT:
DATE OF REQUEST:
SHOE MODEL: SHOE SIZE: COLOUR:
EXTERNAL FOOTWEAR MODIFICATIONS INTERNAL FOOTWEAR ADDITIONS
[ Full Length Heel Cushion OL OR
Type: Metatarsal Bar Pad OL OR
Sach Heel 0L OR Metatarsal Pad OL OR
Balloon Patch | 0L OR Scaphoid Pad 0L OR
Location: Varus Wedge aL mm OR mm
Thomas Heel 0L OR Valgus Wedge OL mm OR mm
Medial Wedge 0L mm [IR mm  Metatarsal Accommodation Pad [ L OR
Post Amputation Toe Fill L R
Lateral Wedge oL o OrR o ost Amputation Toe Filler O O
FOOTWEAR REPAIR
Medial Buttress OL mm OR mm  Stretching OL OR
Location:
Lateral Butt
ateral ufiress I R e oL O R
Toe Slider oL R Location:
Velcro Repair OL OR
Medial Flare OL mm OR mm
Resole OL OR
Lateral Flare OL__ mm DOOR___mm  gyan( engthening OL mm OL mm

ADDITIONAL NOTES

Shoes purchased from OOLab are NOT refundable once they have been modified.

WHITE - LAB e YELLOW - CLINIC



