
Finished Brace Angles
ANKLE ALIGNMENT (Dorsiflexion–Plantarflexion)

 Correct to 3–4° DF  Correct to °  Do not correct

HINDFOOT ALIGNMENT
 Correct to vertical (if misaligned)  Do not correct

FOREFOOT ALIGNMENT NOTE: Drawings show finished orthosis.

Choose forefoot alignment. Write posting height - in mm - if needed.
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Construction • Features • Options

(Cast alignment OK)

 DF
 PF

HT-ART AFO
Articulated AFO

NOTE: If you don’t choose an option, you will receive the Standard.

Straps: Standard

Special Instructions

LEGEND 
A1: Brace Length 
A2: Brace Height 
A3: Calf Circumference 
A4: Calf ML 
A5: Calf Height 
A6: Narrowest Ankle Circ. 
A7: Narrowest Ankle ML 
A8: Narrowest Ankle Height 

B1: Ankle ML 
B2: Ankle Height 
B3: 1st MET AP 
B4: 1st MET Circumference 
B5: 1st MET ML 
B6: Mid-Arch Circumference
B7: Mid-Arch AP 
B8: Diagonal Heel Circ.
B9: Diagonal Heel AP 

All measurements
should be in mm.

Strap Color: White is
Standard

Padding Color: White is
Standard

 No Liner





Dorsi-assist Tamarack Standard
Durometer (95 is stiffest):

Hinge Type:

75 d Standard

Straight Tamarack

85 d 95 d

Toe Shelf

Practitioner:

Facility:         

Please change to your
name if necessary.
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Last name:

First Initial:

N W

 Bilateral  Left only  Right only

P. ID.

Instructions must not 
exceed 560 characters. 
(Could cause error with
online submission.)

* Additional Charges

 Add instep strap*

Outer Frame: Full foot plate  To Sulcus

Standard

Inner Liner:  Aliplast  Plastizote

 Add Calf Pad*

 Felt pad on instep strap?*
(see drawing)

Stops: No Stops are
Standard   Plantar Stop*  Adjustable Stop*

No pad is

 Felt pad on anterior strap?*

Transfer Pattern:*

Pattern: _______________________________

Select a Letter

Select a Color

Select a Color

No Pattern

Transtibial Check Socket  
Work Order

Patient

Patient ID:

Pivot Point Manufacturing 
3161 Putnam Blvd., Pleasant Hill, CA 94523

916-775-5712

Special Instructions

Check Socket	 1	 2	 3Date Due:

RUSH Order:

appletreestudio
Rectangle
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