
 
1.  PICK THE SHELL   *required   

         Graphite:       semi-flexible   •   semi-rigid   •   rigid
Heel stabilizer:       yes   •   no
		   or
    IMP™ nylon:       flexible   •   semi-rigid   •   rigid
           Arch fill:       soft   •   medium   •   firm   •   no fill
		   or
          Specialty:       narrow nylon   •   wide nylon      
                                     blue deep heel nylon   •   co-poly UCBL type

*patient weight  _________________    

SPECIAL INSTRUCTIONS

___________  Rush (one day lab service)  $20                  ______________  Modification	

___________  Adjustment (covered within 60 days)       ________________  Refurbish

_____________________________________________________________________

_____________________________________________________________________

Revised  2016

SPECIFY ADDITIONS 

Met pad 	 L     	R   	 B

Met bar	 L     	R   	 B

3mm forefoot cushion        	 L     	R   	 B 

2mm forefoot cushion        	 L     	R   	 B

Heel spur cut	 L     	R   	 B

Cut out under 1st MPJ           L     	R   	 B

Graphite Morton’s extension
(requires filled arch construction)  L     	R   	 B

Notes  ______________________

_______________________________

_______________________________

_______________________________

ORDER PROCESSING (Lab use only)

Date Received _______  Initials ______	

Impression type:   Scan ____________

A.C.T. Cores    MD _______ LG_______

Foam Box  ______ Slipper Cast ______

Inspected by ____________________

Packed by_______________________

Shipped date ________ Via ________

SHIPPING
_____________  Drop ship to patient

___________  Priority Mail (Standard)

________________  Special shipping    	

                             ____  Overnight   

                             ____  Two day

   

PLANTAR VIEW

R              L

(Circle choices Left, Right or Bilateral)

2.  PICK THE TOP COVER   *required

•   3mm perforated EVA  •  2mm perforated EVA  •  Plastizote/Poron®   
•   3mm Celmax™  •  2mm Celmax™  •  Ultrasuede®  •  vinyl  •  no cover 
     full length   •   sulcus length   •   ¾ length 

*shoe size   ________________    men’s     women’s     child’s    
                                                           narrow     medium     wide 

*ACT Manual: design ideas, weight matrix, additions suggestions, ACT molding instructions, foam box  
casting & mailing instructions, slipper cast mailing instructions, warrantee, modifications, custom Birkenstocks

Facility Name  ____________________________________________      Contact Name: ________________________________________

Email Address  ____________________________________________     Phone ________________________  Date __________________

Bill to Address  ________________________________________________________     State  ______________ Zip Code ______________

Ship to Address _______________________________________________________     State  ______________ Zip Code _____________

Patient Name  ________________________________________________________     PO# ____________________________________

Custom Orthotics Order Form
1021 W. Main Street 

Boise, ID 83702-5706    
www.advcasting.com     
info@advcasting.com     Toll Free: 866.999.4338   P: 208.344.4338   F: 208.386.3250

Circle your choices 
 
*See ACT manual for design ideas and for pairing with footwear

3.  SPECIFY CORRECTION IF DESIRED  (Left, Right)

rear foot 
medial:  ____° Left  ____° Right     		                       
 lateral:  ____° Left  ____° Right

forefoot   
medial:  ____° Left  ____ ° Right     		                      
 lateral:  ____° Left   ____° Right

deep heel cup                          L      R         

high medial arch flange    L      R                

high lateral arch flange     L      R             

heel lift  L  ______“     R  _______ “   

 
(if different)


