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 TOP COVER OPTIONS
 ̈ Ultra Hyde 
 ̈ Vinyl    
 ̈ Cushioned Cotton (ETC) 
 ̈ Microcell Pu�   o blk  o pink swirl  o blk swirl
o purple swirl o blue swirl o yellow swirl 

 ̈ Soft Leather   ¨  Diabetic Top   ¨  Spenco (Add $10)

*Default Sport Topcover is 1/8” Cushioned Cotton
*Default Dress Topcover is 1/16” Ultrahyde
*Default Standard and Polypro Topcover is 1/8” Ultrahyde 

  OFFICE USE ONLY

  Date 

  EA #  

 PATIENT INFORMATION
Patient Name:

 Age:  Weight:

 Shoe Size:

 Gender:   o    M o F

ORTHOTIC TYPE

STANDARD o 2 mm o 3 mm

SLIM DRESS o 1 mm o 2 mm

1/8 “ Ultrahyde topcover; Standard �ex shell with 100% memory, vinyl underlay. 

POLYPRO o 2 mm o 3 mm
Polypropylene shell for extra control; vinyl underlay; ideal for plantar fasciitis cases

SPORT o 1 mm o 2 mm o 3 mm

Sport �ex shell with red proform arch �ll for maximum shock absorption and vinyl underlay.   

DRESS o 1 mm o 2 mm o 3 mm

Dress �ex shell with vinyl underlay; Mild to moderate control low pro�le orthotic

ACCOMMODATIVE  o  
Dual laminated EVA shell with soft arch �ll, full length diabetic topcover, vinyl
underlay. Extra depth footwear recommended.

PREMIER ELITE  o 3 mm

3mm Polypropylene shell with med arch �ll, deep heel cup, vinyl underlay. Microcell 
Pu� topcover unless otherwise indicated. This semi rigid podiatric orthotic is an 
aggressive motion control device.

FULL EVA o EVA

2 layer dual laminated EVA shell  with full length 1/8” ultrahyde topcover,vinyl underlay. 

SLIM SOFT o  
2 mm RCH shell with 1/8” poron arch �ll; low heel cup; full diabetic topcover 

SANDAL/CLOG ORTHOTIC      o  
2 mm RCH shell; one piece 35 dur EVA liner with shallow heel; low arch pro�le

o brown top o grey topo black  top

UCBL     o
3 mm coloured RCH shell; deep heel; med/lat �anges and coloured pu� top.

Slim narrow grind shell, top cover with 1mm nyplex underlay, full length.
For non-removable liner shoes.

GAIT PLATE      
Med/Lat �anges & deep heel cup

 

o Induce in toeing o Induce out toeing

*If no selection is made, default is Standard with 1/8” Ultrahyde and 1mm underlay.

 
 FOOTWEAR ORDER

o Metatarsal Pad o L o R
o Full o 1/8” o 1/16”

o Heel Spur Pad o L o R

o Heel Cushion o L o R
o 1 mm o 2 mm o 3 mm

o Heel Lift o L o R
__ mm __ mm

o Morton’s Ext o L o R
o soft o firm o rigid

o Reverse Morton’s Ext o L o R
o 2 mm o 3 mm

o Arch Fill o L o R
o soft o med o hard

o PMP Pad o L o R

o Fore Foot Post 

o 2 mm o 3 mm

o Kinetic Wedge o L o R
o 2 mm o 3 mm

o 1st Ray Cutout o L o R

o 1st Met Cutout o L o R

o Heel Hole o L o R

o Heel Cup o mild o moderate o deep

o Neutral Heel Post o L o R

o Valgus  o Left ____O     o Right ____O 

o Medial  o Left ___mm     o Right ___mm 

oLateral  o Left ___mm     o Right ___mm 

o Varus  o Left ____O     o  Right ____O 

o firm     o soft oDual density

ORTHOTIC MODIFICATIONS

 ADDITIONAL INSTRUCTIONS

  R           L

o Sulcus
o Full
o 3/4”
o 1/8”
o 1/16”

o  Removable

o  Attached

Make:

Model:

Size/Width: o With Orthotic

Make:

Model:

Size/Width: o With Orthotic

Make:

Model:

Size/Width: o With Orthotic

2

1

3

Total # of Orthotics Ordered: Total # of Shoes Ordered:

o Rush Order
4 to 5 Days ($25)

o Separate Invoice
 CLINIC INFORMATION 
Clinic Name:

Practitioner Name:

Address:

Phone:
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