
MEASURMENTS (REQUIRED) DESIGN

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              

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 #:                                    

 AGE: 

o LEFT o RIGHT  or  o BILATERAL: SYMMETRICAL o YES  o NO

NG ENCOUNTER #:     

MEASUREMENT DATE:     

IN-OFFICE REQUEST DATE & TIME: 

HFN: o PHOENIX oORLANDO oCROMWELL  oCHICAGO oHOUSTON  oOTHER 

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

ALIGNMENT CASTING BLOCK/TUNING (Optional)

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

HFN WORK ORDER #: 
(LAB USE ONLY) 

Distal
End 

Mid Patellar
Tendon

Calf

Prox.
Malleoli

Distal end
to floor

Length of
residual limb

A-P

M-L

PATIENT ID:     

HEIGHT:                     WEIGHT:

DIAGNOSIS:     

AFFECTED SIDE ( Check One) 

ORD026 RevC 10/23

SYMES MEASUREMENTS 
AND DESIGN

Residual Limb Circumferences: o Skin   o Liner

 0"  2"   4"   6" 

 8"  10"  12"  14"                     

 16"   18"  20"   

Liner: Type Size                 

Measured with Distraction:  o Yes   o No

Tissue Type:  o Soft   o Medium   o Firm

COVER MEASUREMENTS (Contralateral Limb)

                       Foot Length:                   Toe Out:        

Types of Socket 
o Symes Check Socket    o Lam Socket Epox-Acryl

Liners
o Pelite   o Multi-Durometer   o Thermoflex   o Polyethylene

Adds
o One Shot Lamination    o Heavy Duty Carbon

o Expandable RTV    oWindow (straps included)

o Posterior Door (straps included)

o Distal End Pad

o Silicone    o Plastazote

o Stove Pipe    o Leather Covering

Options
o Overlap Window (straps included)    oWindow (no panel or straps)

o Adjustable Reel Closure (include location in notes)

Finish
o Soft Foam Cover   o Pedilen Foam Shape

o Finish Laminate Epox-Acryl

Types of Socket Alignment*
Socket Attachment  Flexion  

Component                         Abduction  

Foot Plate                            Adduction  

Foot/Style/Size                                     

Heel Height                              

NOTES

*PLEASE DRAW ALIGNMENT 
LINES ON THE CAST

Activity Level: o K1   o K2   o K3   o K4

PREFERRED CONTACT METHOD:
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