Fill as ordered, [ IFlexion [ 1Supination  [_]Dorsiflexion [ IRight Limb
NO substitutions: [lExtension [ Pronation [IPlantar Flexion D Left Limb
[ 1Adult [_IShoulder LIMCP-Hand [ ankle
| Infant [ ]Elbow L_IPIP-Finger LIMTP-Toe
[ | Pediatric [ ]wrist [ [Knee LI MTP-Toe w/Shoe
[INeuro ] Supination/Pronation L 1BKA [ 1 External Fixator
[ ] Trismus
Other/Required Attachment:
Current Range of Motion: (activerPassiv SHOULDERS ONLY:
Flavion / Current Range of Motion: (Active/Passive)
Extension ! Flexion: /
Supination: Abduction: /
Pronation: / Ext. Rotation: /

IS THE PATIENT CURRENTLY INVOLVED IN ANY THERAPY PROGRAM? [ Yes LiNo

Physician Name:

UPINE Phone;
Address:

iy
o
o

Physician Signature:

Aftending Therapist: Sales Consuliant:

FAX THIS FORM, PATIENT'S DEMOGRAPHIC AND INSURANCE INFORMATION,
ALONG WITH CLINICAL NOTES TO:

Fax #: 866-671-5861 Attention: _Andrew Koehn

Stretch Beyond Your Expectations.



