PRO-TECH ORTHOPEDICS SCOLIOSIS MEASUREMENT FORM
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Professional Technologies International, Inc.
95 Ryan Drive, Unit 8 - Raynham, MA 02767
Toll Free Phone: 866-819-1157 « Toll Free Fax: 866-473-8105
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ORTHOSIS DESIGN
Type of Orthosis:
OLSO OTLSO
Lordosis: [0 15° O Other
Material: Thickness:
Liner:
O1/8” O3/16” O 1/4”
Opening:
O Anterior [ Posterior
Finished: [OYes [No
Options:
[0 Sternal Shield O Axilla Staps
[0 Posterior Reinforcements [ Transfer Paper
Torso Sock: Size __ Quantity
Special instructions or remarks:
Finished Measurements
Waist to Sternal Notch: Waist to Spine of Scapula:

Waist to Xphoid: Waist to Inf. Angle:

Waist to Pubis: Waist to Gluteal Fold:

Waist to Axilla: Waist to Greater Trochanter:
Mold # Modified by

Finished by




