
�Hallux Dorsiflexion (Open Chain):
Left	 q>65°     q>45°     q>25°
Right	 q>65°     q>45°     q>25°

�Ankle Dorsiflexion:
Left	 q≥10°      q≤6°      q≤0
	 q≤9°	      q≤3°
Right	 q≥10°      q≤6°      q≤0
	 q≤9°	      q≤3°

�Toe Positions Non-weight Bearing:

Left	 qContracted	 qStraight
	 qHAV		  qMorton’s
Right	 qContracted	 qStraight
	 qHAV		  qMorton’s

�Location of Corns/Calluses:

Foot Appearance:
+ Semi-weight Bearing Arch
Left	 qHigh       qMed       qLow
Right	 qHigh       qMed       qLow

+ Weight Bearing Arch
Left	 qHigh       qMed       qLow
Right	 qHigh       qMed       qLow

tHallux Dorsiflexion (Closed Chain):
Left	 q>9°	 q>4°	 qNone
Right	 q>9°	 q>4°	 qNone

tTibial Varum:
Degrees   Left_______   Right_______

tKnee Positions:
Left	 qGenu Varum	 qStraight
	 qGenu Valgum
Right	 qGenu Varum	 qStraight
	 qGenu Valgum

Calcaneal Stance Position:
tNeutral Subtalar
Left   qInverted  qRectus  qEverted
Right qInverted  qRectus  qEverted

tResting/Relaxed
Left   qInverted qRectus qEverted
Right qInverted qRectus qEverted

tHalf Squat
Left  qRectus qEverted qMore Everted
RightqRectus qEverted qMore Everted

Short Leg (If Any):

Left/Right_______________MM/Inches

Diagnosis:

20509 Earlgate St., Walnut, CA 91789   Phone 909-595-3535 or 800-942-2272   Fax 909-595-8742   sales@biomechanical.com

Chief Complaint:

Other Complaints:(knee/hip/back)

Range of Motion:
éSubtalar:
Left	 qAverage   	 q<15°
	 q<5° Eversion from Neutral
	 qAxis__________________
Right	 qAverage   	 q<15°
	 q<5° Eversion from Neutral
	 qAxis__________________

�Midtarsal (Global):
Left	 qWithin Normal Limits
	 qRestricted       qLoose
Right	 qWithin Normal Limits
	 qRestricted       qLoose

�Midtarsal (Integrity):
Left	 qStable            qUnstable
Right	 qStable            qUnstable

�First Ray:
Left	 qFlexible          qSemi-Rigid
	 qRigid
Right	 qFlexible          qSemi-Rigid
	 qRigid

�First Metatarsal Ray Position:
Left	 qNormal        qPlantarflexed
	 qDorsiflexed
Right	 qNormal        qPlantarflexed
	 qDorsiflexed

Account No.:

P.O. No.: ___

Patient Name: __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __

Sex: M/F   Weight: ___________ Height: ___________ Previous Orthotic Therapy: Y/N   Device No.: ___________

Shoe Size: ___________ Shoe Style: _______________________________________________ Shoes Enclosed Y/N

Occupation/Activity Level:

Special Problems (Neuromoter, Structural, Surgical)

Practitioners Name: _______________________________________________________ Date:

Address:

Telephone: __ __ __   __ __ __   __ __ __ __   Alternate Telephone: __ __ __   __ __ __   __ __ __ __

R L

Last Name First Name
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Special Modifications

qCut Narrow
qCut Wide
qDeep Heel
qLateral Flange
qMedial Flange
qGait Extension to Cause Out Toe
qGait Extension to cause In Toe
qEVA Arch Reinforcement

qPoron Arch Reinforcement
qFirst Ray Cut Out
qFirst Ray Cut Out w/Fill-in
qH.A. Pad_____L _____R
qMorton’s Extension_____L _____R
qHeel Lift_____L _____R
qHeel Spur Accomodation_____L _____R
qHeel Cushion_____L _____R

qMet Pads_____L _____R
qMet Bar_____L _____R

Accomodate for Lesions:

q L_______________________________

q R_______________________________

qCambrelle™
qLeather
qSuede
qVinyl

Bottom Covers
qSuede

qDrilex™   1/16  1/8
qNeolon   Standard   Firm
qPolyfoam   1/16  1/8
qUltra-Cloud
qBlue Plastazote

qCovers (Over Shell)
qPoron   1/16   1/8
qPlastazote

Extension (Distal to Shell)
qPoron   1/16   1/8
qPlastazote

qTo Mets
qTo Sulcus
qTo Toes

Top Covers Foam Covers Soft Tissue Supplements Length

Rigid

qTMC
qPediatric
qPoly-Pro
qFoot Specialist

Semi-Rigid

qSupporter
qPoly-Flex
qPBO

Soft

qHeel PAD
qComfort Zone
qDiabetic
qDiabetic Ex Soft
qDiabetic Ex Firm
qTMC Flexible
qHPC
qSoft Touch

Athletic

qProFlex
qProformer
qCompetitor
qAerobic/Jumper
qCycling
qSki
qSoccer
qComp. Soccer

Shoe Specific

qFashion Fit
qFashion Flex
qFashion Graphite
qPBO Lite
qUltra Flex

Leather

qLeather Mold
qLeather Laminate
			 
Other

Orthotic Selection

Special Requests:
qSend Shipping Boxes 
qLarge    qSmall

qSend Order Forms qReturn Positive Casts qPlease Call for Consultation

Positive Cast Preparation

qModify FF Perpendicular to Calcaneal Bisection
qModify FF to _____L _____R
qNo FF Modification

qLower Longitudinal Arch
qMedial Arch Platform
qHeel Skive_____5 _____10 _____15

Post as Follows:
Left

Rearfoot: __________Extrinsic
Forefoot: __________Extrinsic __________Intrinsic Varus/Valgus

Right

Rearfoot: __________Extrinsic
Forefoot: __________Extrinsic __________Intrinsic Varus/Valgus

qForefoot post standard length
qPost according to clinical findings and
   negative cast evaluation

qForefoot Post to Sulcus qForfoot Wedge to Sulcus_____L _____R
qCant FF/RF_____L _____R

Additional Comments:
______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________


