T R ICHIE GAUNTLET AFO PRESCRIPTION FORM

Doctor Name:

DIAGNOSIS:

Address:

City: State: Zip:

ACCT#:

Pt Name: Male Female Age:
Height: Weight: Shoe Size:

Shoe Type: Shoes Enclosed: Yes No
Cast enclosed for Left Right B/L

PLEASE MARK MEDIAL AND LATERAL MALLEOLI ON NEGATIVE CAST!
CLINICAL INFORMATION
Accommodation location(s):

(describe & mark location on cast)

Height:
7. most versatile height
9”: for maximal rigidity and control

Arch Suspender:
Medial (varus force on hindfoot)
Lateral (valgus force on hindfoot)
None

" S % $

Color:

Tan
Chocolate
&

7" (left) 9 (right)

SUGGESTED BILLING CODES




