
 

PCC #:                                                                                      

BILL TO:                                                                                    

ADDRESS:                                                                                                                                              

                                                                                                 

SHIP TO: o SAME AS BILLING                                                                                   

ADDRESS:                                                                                                                                         

                                                                                                 
SHIPPING:  o GROUND (FXGD)   o STANDARD 2 DAY (FX2D)
OVERNIGHT: o PRIORITY (FX1D)  o 1st OVERNIGHT (FX1A)
o OTHER:                                                                                 

CLINICIAN:                                                                                

CELL #:                                                                                       

PATIENT ID/NAME:                                                                   

HEIGHT:                     WEIGHT:                       AGE:                      

DIAGNOSIS:                                                                                 

AFFECTED SIDE (Check One): 
o LEFT o RIGHT  or  o BILATERAL: SYMMETRICAL o YES  o NO

NG ENCOUNTER #:                                                                    

MEASUREMENT DATE:                                                                 

IN-OFFICE REQUEST DATE & TIME:                                                

o PROJECT NEWTON (Credit applied on prior auth. denial, details on One Hanger)

HFN: o PHOENIX oORLANDO oKANSAS oCHICAGO oHOUSTON  oOTHER                          

WORK ORDER #: 
(LAB USE ONLY) 

PCC #:                                                                                      

BILL TO:                                                                                    

ADDRESS:                                                                                                                                              

                                                                                                 

SHIP TO: o SAME AS BILLING                                                                                   

ADDRESS:                                                                                                                                         

                                                                                                 
SHIPPING:  o GROUND (FXGD)   o STANDARD 2 DAY (FX2D)
OVERNIGHT: o PRIORITY (FX1D)  o 1st OVERNIGHT (FX1A)
o OTHER:                                                                                 

PLEASE NOTE: Targeted turnaround times may vary by lab location, project complexity and order volume.
Pre-scheduling time sensitive projects helps us prioritize meeting your project requests.

CLINICIAN:                                                                                        

CELL #:                                                                                     

PATIENT ID:                                                                              

HEIGHT:                     WEIGHT:                      AGE:                     

DIAGNOSIS:                               AFFECTED SIDE (Check One): 
o LEFT o RIGHT o BILATERAL: SYMMETRICAL o YES  o NO

NG ENCOUNTER #:                                                                    

MEASUREMENT DATE:                                                                 

IN-OFFICE REQUEST DATE & TIME:                                                

o PROJECT NEWTON (Credit applied on prior auth. denial, details on One Hanger)

TURNAROUND 
TIME:

HFN: o PHOENIX oORLANDO oKANSAS oCHICAGO oHOUSTON  oOTHER                          

WORK ORDER #: 
(LAB USE ONLY) 

 

SCAN INPUT REQUIREMENTS
SCAN TYPE   o Split/Inside Cast   o Outside Cast (Preferred)  
Positive Model: o Unmodfied o Modified    o Direct Patient   

MEASUREMENTS Average Cast Thickness              mm
Outside Cast Forefoot ML               Outside Cast Ankle ML              

If a Discrepancy Exists, Go By o Impression o Measurements   Units of Measure o Millimeters o Inches

ALIGNMENT CASTING BLOCK/TUNING (Optional)

Height

PATIENT MEASUREMENTS (REQUIRED)

Ankle Angle
o As Casted   o Correct to:              ° 

Casted on: 
Cast Block Height:                   & Toe Ramp:                   
External Heel Wedge
o Attached  o Unattached
Shoe Heel Height =                       

Alignment Casting Block Used?  o Yes*  o No    * Best Practice: Casting block improves design accuracy and efficiency.

Set Heel Wedge to:
o Calculate from Cast Block Setup 

o Set to SVA of:             ° 

o Other             °

• Calculated = Casted Heel – Shoe Heel
• SVA = (Set AFO to SVA first) AFO Heel – Shoe Heel
• Other = Clinician Specified Amount

DIGITAL SCAN INPUT REQUIREMENTS
TURNAROUND TIMES 

To review current projected turnaround times for fabrication sites visit the Daily HFN Capacity Webpage.

WORK ORDER #: 
(LAB USE ONLY) 

CLINICIAN:                                                                                    PATIENT ID/NAME:                                                                 

PREFERRED METHOD OF CONTACT  o CELL  o TEXT  o EMAIL  o MICROSOFT TEAMS                                                                                   

Daily HFN Capacity Webpage

MEASURMENTS (REQUIRED)

 

ORD35 RevB 9/23

PECTUS CARINATUM 

KYDEX PANEL SCAN SENT
o Beige o Yes
o Black o No

PAD MATERIAL
o P-Cell o Plastizote o Silicone Gel 

PAD THICKNESS
o 5/8" o 1/2" o 3/8" o 1/4"

METAL
o Standard Aluminum

o Reinforced Aluminum

RATCHETS
o M2 Black Low-Profile Ratchet (3/4" Buckle)

o M2 White Low-Profile Ratchet (3/4" Buckle)

o M2 Black Heavy-Duty Ratchet (1" Buckle)

OPENING
o Anterior o Posterior

M/L AT LEVEL
OF DEFORMITY

CIRCUMFERENCE AT
LEVEL OF DEFORMITY

A/P AT LEVEL
OF DEFORMITY

DISTANCE FROM
APEX OF DEFORMITY

TO SN

DISTANCE FROM
APEX OF DEFORMITY

TO UMBILICUS

HFN: oCHICAGO  oPHOENIX  o                        

DESIGN

NOTES

CLINICIAN:                                                                                        

PREFERRED CONTACT METHOD:                                                                                       

PATIENT ID:                                                                               

HEIGHT:                     WEIGHT:                      AGE:                       

o MALE   o FEMALE

NG ENCOUNTER #:                                                                       

MEASUREMENT DATE:                                                                   

IN-OFFICE REQUEST DATE & TIME:                                                  

o PROJECT NEWTON (Credit applied on prior auth. denial, details on One Hanger)

https://fabnetwork.hanger.com/_layouts/15/WopiFrame.aspx?sourcedoc=/Daily%20Schedules/HFN_Daily_Schedule.pdf&action=default
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