Ideal HealthCare

A MOBILITY CLINIC OOMPANY

PATIENT NAME

44 Lincoln Highway Route 27

Suite 200C

Edison, NJ 08820

Phone: (732) 662-5700 Fax: (732) 662-5699

PROSTHETICS WORK ORDER FORM

PRACTITIONER

DEVICE

Supplies

CLEAR FIT

i Deli w Work
Casting CHECK SOCKET elivery arranty Wor

PATIENT NAME

ID#

HEIGHT/WEIGHT

IMPACT LEVEL LOW MOD HIGH

o MALE

o FEMALE LAMINATION COLOR

LINER

MANUFACTURER MODEL SIZE

SOCKS

KNEE

FOOT

SIDE
LT RT BL

NOTES:

APPROVAL DATE

(TO BE FILLED OUT BY INS DEPT) LAB

DATE SENTTO

DEVICE FINISHED AND WORK ORDER
RETURNED TO INSURANCE DEPARTMENT
(TO BE FILLED OUT BY LAB/PROSTHETIST)




