Referral for Orthotic Services
Eastern Ph (709) 777-6470 Fax (709) 777-6725

Health
LA

Address:

Telephone No:

Alternate Contact & Telephone No:

Family Physician:

Please select area of concern:

L] Foot [] Back
L] Ankle [J Neck
] Knee L1 Upper Extremity
L] Hip
Please select device(s) required (if known):
[ ] Footwear (boots and/or shoes) [ ] Cervico-Thoraco-Lumbo-Sacral
L] Inserts Orthosis (CTLSO)
[] External Shoe Modification [ ] Hard Collar
L] Ankle-Foot Orthosis (AFO) L] Soft Collar
[ ] Knee-Ankle-Foot Orthosis [ ] Abdominal Binder
(KAFO) [] Wrist-Hand Orthosis (WHO)
[ ] Lumbo-Sacral Orthosis (LSO) L] Other:
[l Thoraco-Lumbo-Sacral Orthosis
(TLSO)

Funding Agency: [ IClient Pay [ ]Insurance [ ]Social Services [ ]Other:

Relevant Past Medical History:

Reason for Referral:

Physician’s Name Date

Physician’s Signature
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