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Pedorthic Assessment



Pedorthic Assessment and Treatment Plan

• What?

• So what?

• Now what?



Review Prescription

• Prescriptions may be quite specific or 
rather vague.

• If the physician knows precisely what 
she wants and has written the 
prescription in a detailed and clear 
manner, your task is made appreciably 
easier.

• You may receive orders that read 
simply, “Foot orthotics” or “Eval and 
Treat”.  These prescriptions can be a 
challenge for inexperienced 
pedorthists.  

• Contact the referring physician for 
clarification if you are unclear about 
anything the prescription does or does 
not  include. 



Review Physician’s Notes

• If you have them available to you, it is advisable to review relevant 
physician’s office notes before formulating treatment plan. 

• Patients may bring notes with them, especially if they’ve been dealing 
with a chronic foot issue.

• In other cases, such as providing shoes for Medicare beneficiaries 
with diabetes, your clerical team may have already procured the 
physician’s notes prior to the patient’s pedorthic evaluation 
appointment. 



Patient History

• Age – Needs and physical abilities vary greatly according to age.

• Weight – Heavier patients will require stronger, more durable and supportive 
materials in their pedorthic devices than lighter patients will. 

• Gender – Sizing is different for men’s and women’s shoes.  There are unisex shoe 
options available, as well.

• Occupation and leisure activities – Patient may need sport-specific shoes or may 
have occupational requirements like a safety toe, non-slip outsole or a specific 
color. 

• Social/living arrangements and dependency – Is the patient able to don and doff 
the pedorthic devices independently or do they need assistance?  Is assistance 
readily available if necessary?

• Mobility – Is patient able to ambulate safely and independently or do they 
require assistive devices?  This may influence or limit what devices you decide to 
use. 



Foot Health History

• History of current complaint
• Presentation, location, onset, duration
• Aggravating/exacerbating factors and relieving factors
• Is it reproducible?

• Overall foot health history
• Past surgeries, injuries, etc.
• History of ulcers, Charcot or amputations

• Relevant medical history
• Systemic concerns such as diabetes, rheumatoid arthritis, CMT, 

etc.

• Orthotic history
• What’s worked and what’s failed
• Compare and contrast with prescribed items (and/or what 

you’re considering for the patient if Rx is open-ended)

• Preferred/required footwear



Location of Pain

• Locate/palpate and notate spot(s) of most 
pain.

• If you are unable to reproduce pain, ask 
patient if they are able to do so. 

• In regard to pain relief, it is accurate to say 
that pedorthic devices are most effective 
when treating mechanical pain – that is, 
musculoskeletal pain like overload, excessive 
stresses on joints, high pressure areas, 
arthritis, inflammation, tendinitis, etc. 

• The efficacy of pedorthic devices to resolve 
pain due to nerve issues or conditions like 
fibromyalgia that are not well understood is 
much less predictable. 



Gait Analysis

• If patient is able and it is safe to do so.
• Ideally, gait analysis is done shod and again 

barefoot.
• The pedorthist should observe patient 

walking toward and away from them.
• Although the feet are the specific focus, 

mechanics of the while body should be taken 
into account to observe conditions such as a 
limb length discrepancy.

• Consider using a “Pedograph” or Harris Mat 
floor reaction imprinter to gauge what is 
happening pressure-wise on the plantar 
surface of the foot during gait. 



Gait Analysis

• A note on gait analysis…

• Performing a truly objective gait analysis is an elusive 
accomplishment. When people know they are being 
observed in gait, it is common for them to either attempt 
to hide or minimize their condition or do just the opposite 
– which is to say that they may exaggerate their gait issue 
(genuine or perceived, as it may be). 

• Your best opportunity – albeit brief - to observe them 
without the above-mentioned influence may be as you 
follow them as they are walking from your waiting room to 
the exam room.  



Gait Analysis

• Pelvis/Hips – The pelvis should rise and fall symmetrically.  An unusual rise 
in one over the other can be indicative of a leg length discrepancy (a similar 
observation in the shoulders can also be a sign of LLD).  This can also be an 
indicator of anterior tibial muscle weakness. In the case of foot drop, you 
will observe the patient hiking up the knee and hip on the affected side in 
order to clear the foot during swing phase. 

• Knees – Knee should be observed for excessive varus motion or positioning 
(genu varum), excessive valgus motion or positioning (genu valgum) or 
hyperextension (genu recurvatum).  
• Genu varum places additional stress on the peroneal tendons and the lateral border 

of the foot. 
• Genu valgum stresses the posterior tibial tendon and creates pressure on the medial 

aspect pf the foot and ankle. 
• Genu recurvatum is a sign of weak quadriceps and can make it difficult for the 

patient to climb hills or ascend stairs and may influence your treatment plan. 



Gait Analysis

• Ankle:
Ankle moves from plantarflexion during loading and pre-swing into dorsiflexion during mid- and terminal stance. The 
ability of the ankle to allow the heel to rise during terminal stance is critical to forward advancement of the body. The 
inability to perform these motions may require intervention in the form of rocker soles or bracing.

• Foot:
In normal gait mechanics, the heel moves from a varus position into valgus upon heel strike. This varus-to-valgus 
motion should end at midstance. The subtalar joint, which has allowed this motion to occur, begins to reverse itself into 
inversion through the terminal stance phase of gait. In the midfoot area, mild subluxation should occur following 
forefoot contact, and contraction should occur with heel rise
Forefoot movement takes place during the midstance period of the gait cycle.  Most people contact the ground with the 
fifth metatarsal, with subsequent movement of force across the metatarsal heads to the first metatarsal. The toes are 
dorsiflexed before forefoot contact. After forefoot contact, the toes move into a neutral position during midstance. 
They remain in this position before push-off, while the metatarsal shafts move to a superior position during toe-off. As 
the foot enters the swing phase of gait, the toes move into a slightly dorsiflexed alignment with the metatarsal shafts. 
This positioning continues through mid-swing phase. Just before heel contact, the dorsiflexion angle is increased again.
During the swing phase of gait. which begins at toe-off, the foot is in a plantarflexed position. As the tibia advances, the 
foot begins to move into dorsiflexion to a point slightly below neutral at mid swing. Since the toe extensors are active at 
this point, the toes are dorsiflexed. As the foot enters the last part of the swing phase, it moves to a neutral position in 
anticipation of heel strike. There is also movement in the transverse plane through the subtalar joint, midtarsal joints, 
and forefoot region during the swing phase. In the transverse plane, the calcaneus moves to a neutral position until it 
reaches the last 20% of the swing phase - when it moves into an inverted position.
Midtarsal motion has been noted but not measured in this plane. In this plane, the forefoot is in a neutral position until 
terminal swing when the forefoot moves into slight supination.



Gait Analysis

• Common (and easily observable) gait deviations
• Steppage gait

• Patient hikes leg up to clear foot during swing phase
• Common after a stroke or head injury
• Peroneal nerve injury
• Charcot-Marie-Tooth disease

• Shuffling gait
• Balance or proprioception issues

• Limb length discrepancy
• One hip and shoulder will dip down with each cycle

• Antalgic/avoidance gait
• Patient alters gait to avoid painful motion or pressure; “limping”

• Ankle instability
• Ankle wants to roll – usually laterally

• Excessive pronation or supination
• Use of walking aid like a cane or walker



Worn Shoe Inspection

• Why are they wearing their current shoe style?
• Comfort
• Stability
• Safety
• Functional features like ability to accommodate AFO
• Style

• Inspect shoes inside and out
• Pull out inlays – check for adequate length, pressure spots
• Check for tears in lining
• Broken eyelets
• Broken down counter
• Deformation of upper
• Excessive compression of midsole
• Abnormal wear pattern on outsole

• Normal wear pattern pictured to right



Physical Exam of the Foot and Ankle

• Visual inspection

• Protective sensation

• Circulation

• Biomechanical Exam



Foot Inspection
Inspecting the foot to check and note 

any abnormalities.
• Deformities
• Edema
• Redness
• Blisters, calluses or ulcers
• Fungal nails 
• Surgical scars



Photographs (optional)
Capture image of patient’s foot to document abnormalities. 



Vascular Assessments

  Pedal pulses 
  Digital hair growth
  Capillary refill test
  Temperature 
  Color and texture



Capillary Refill Test
Capillary refill is the rate at 
which blood refills empty 
capillaries.  The test is taken 
by pressing on the distal tip 
of the toe and noting how 
long it takes the color to 
return once released.  
Normal return is 2-3 seconds.  



Pedal Pulses
The dorsalis pedis artery can be found halfway down the dorsum of the 
foot on the bony area in the line between the first and second toes. The 
bones you can feel are the dorsal aspect of the navicular and the 
intermediate cuneiform bones. The pulse is palpated where the artery 
passes over this area.

Presence or absence of pulse 
should be noted.



Pedal Pulses 
Located 2-3 cm below the medial malleolus, the posterior tibial artery 
can be palpated. This artery lies slightly deeper than the dorsalis pedis 
and therefore may not be as easy to palpate.  

Presence or absence of 
pulse should be noted.



Digital Hair Growth
Lack of digital hair growth may indicate loss or lack of circulation.



Take Temperature
Take the temperature on both the 
plantar and dorsum of the foot.  

A pre-ulcerative temperature may be 
increased by 4°-5°, so note 
significant differences in the 2 feet.
A neuropathic patient may have 
temperatures above 86° Fahrenheit.

Increased temperature also may 
indicate a fracture, infection, or 
Charcot. 



Color and Texture
Observing the color and texture of the patients' feet may also indicate vascular 
concerns.



Neurologic Assessments

  Vibratory Sensation
  Monofilament



Semmes Weinstein 
Monofilament
The monofilament produces 10 
grams of force when bowed 
into a “C” as pictured.  

If the patient cannot detect this 
pressure, they are considered 
to have a loss of protective 
sensation (LOPS).



Tuning Fork
Using the 128-Hz tuning fork, gripping by the stem (not the 
prongs), strike the fixed weights against a firm surface and test at 
the dorsum of the great toe proximal to the nail bed.  
Presence or absence of patient’s ability to sense vibration should 
be noted.



Biomechanical Exam



Terminology
• Neutral Foot - Time sequences of shock absorption, adaptation, stance, and propulsion take place at the 

correct time. All around good foot type.

• Forefoot Varus - This foot spends too much time in the shock-absorbing phase and converts to propulsion 
late. Symptoms include superficial knee pain, shin pains, Achilles tendonitis, iliotibial band pain, plantar 
fasciitis, low back pain, etc. Orthotic treatments include orthotics that essentially bring the ground up to 
the forefoot via forefoot posting. 

• Rearfoot Varus - This foot functions the same as Forefoot Varus when found with a Forefoot Varus. However, 
it functions like a Valgus foot when found with a Valgus Foot. Orthotic treatment is with an orthotic with 
rearfoot control.

• Rigid Forefoot Valgus - This foot prematurely converts to propulsion at a time when it should still be 
absorbing shock. Symptoms include a tendency to ankle sprains, an unsure gait, every foot pain imaginable, 
leg muscle problems, stress fractures, etc. Orthotic treatment includes an orthotic that uses a wedge 
(posting) to bring the ground up to the foot. Very rare foot type.

• Flexible or Plantar Flexed First Metatarsal - This is the hardest foot type to classify. It is capable of 
functioning like a Forefoot Varus, Rearfoot Varus, and in some cases, like a Rigid Valgus, but not as severe. 
Symptoms include everything…including sciatica. Orthotic treatment is with orthotics to put the forefoot in 
neutral.

• Equinus - Equinus foot has the inability to place the foot 10 degrees closer to the shin as the center of 
gravity passes over the ankle. Symptoms are a foot that spends too much time in the shock-absorbing phase 
and little or no conversion to propulsion. Uncompensated, it is the worst running imbalance to treat. 
Stretching and heel lifts help most people but not all. (Sagittal plane disorder)

(Adapted from physio-pedia.com)



Subtalar Joint Neutral 

• STJN is the position in which the foot is neither pronated nor supinated. It 
acts as a reference point for STJ passive range of motion and for lower 
extremity measurements. It is also the position which is widely referenced 
for orthosis fabrication and casting.

• STJN is not an exact science, and despite great importance placed on the 
concept as it relates to foot function, is has never been well-defined. 

• To find STJN, the talus is palpated between the thumb and index finger, 
and the forefoot is moved gently into supination-pronation to the point 
where the medial and lateral aspect of the talar head are palpated equally 
on both sides – neither is more prominent than the other. The foot is then 
moved into slight dorsiflexion until a soft end-feel. This is STJN position



Navicular Drop Test

• The navicular drop test is a measure to evaluate the function of the 
medial longitudinal arch, which is important for the examination of 
patients with overuse injuries. 

• Studies show report conflicting results with regard to differences in 
navicular drop between healthy and injured participants, though.

• Normal values have not yet been established as foot length, age, 
gender, and BMI may influence the navicular drop. In fact, Langley et 
al1 report that it is not an acceptable measure for characterizing the 
foot.

1. Langley B, Cramp M, Morrison SC. Clinical measures of static foot posture do not agree. Journal of Foot and 
Ankle Research. 2016 Dec 1;9(1):45.



Navicular Drop Test

• A navicular drop (displacement) of approximately 6mm is considered normal.  
• Supinated foot = < 5mm ND
• Neutral foot = 5-9mm ND
• Pronated foot = >9mm ND

• In has been theorized that the navicular drop test could help identify individuals who 
would benefit from use of foot orthoses. 

• It should also be noted that despite its relatively widespread use (being simple and quick 
clinical measure), it lacks normative data from a large cohort of healthy individuals and 
conflicting opinions have been expressed on the reliability of the measure. As with any 
clinical test, the results should be interpreted with caution and informed clinical 
decisions should be made considering the error associated with each technique. The NDT 
is only one component of an overall lower extremity evaluation and should be used in 
conjunction with other techniques.

• Of some interest is the fact that the navicular drops approximately 6mm in a normal foot 
is why so-called “functional” foot orthoses nearly always show an appreciable  gap 
between the medial longitudinal arch of the foot and the orthosis when it is held up to 
the plantar surface of the foot. 



Navicular Drop Test

• With the patient seated, palpate and mark 
the most prominent part of the navicular 
tuberosity.

• Have the patient stand and ask them to 
allow you to position their foot so that it is 
in the “neutral weightbearing” position, 
that is the position in which the head of the 
talus is prominent on neither the medial or 
lateral side of the anterior ankle.  With a 
rigid ruler, measure the distance from the 
mark to the floor.  

• Ask the patient to then relax their foot into 
their typical standing foot posture and 
measure the distance again. 

• The difference in measurements is the 
amount on navicular drop. 



Frontal Plane Mechanics
• Frontal plane foot mechanics are probably best assessed with the patient lying 

prone with the feet extending past the end of the exam table.  External rotation 
of the leg being examined is eliminated by placing the medial malleolus of the 
opposite leg over the popliteal space.  This tilts the pelvis, thereby internally 
rotating the extended leg.  
• Root ML, Orien WP, Weed JH, Hughes RJ: Biomechanical Examination of the Foot, Vol 1. 

Clinical Biomechanics Corporation, Los Angeles, 1971.

• As a practical matter, getting a patient into this position and having them 
maintain it for the duration of the exam is a) time-consuming, b) difficult for 
many patients, and c) impossible and/or unsafe for other patients. 

• Furthermore, several studies in recent years have raised doubts as to the validity 
of the Root paradigm. 

• Therefore, we will discuss a seated exam.  Perhaps not as thorough and 
considered less than ideal by dedicated disciples of the Root paradigm, it will tell 
you what you need to know to properly design a foot orthotic for the 
overwhelming majority of your patients.



Frontal Plane Mechanics - Seated
• The foot is placed into a subtalar neutral position – the head of the 

talus is prominent on neither side – and the pedorthist “locks” this 
position into place by wrapping one hand around the sides and 
posterior aspect of the heel and holding it firmly in place. 

• With the other hand, the forefoot is gently dorsiflexed by grasping 
the 5th metatarsal head between the thumb and forefinger.  
Forefoot frontal plane position can now be visually assessed 
relative to the axis of the tibia.  

• When they’re fixed (rigid), frontal plane alignment deviations 
often cause secondary compensatory abnormalities in the 
positioning of the uninvolved section of the foot. 

• The most commonly observed patterns are: 
• Fixed forefoot valgus with associated flexible hindfoot varus; presenting as 

a cavus foot
• Fixed hindfoot valgus with compensatory forefoot varus; presenting as a 

planus foot.

• There is a high likelihood of compensatory deformities becoming 
fixed.  



First Ray Exam

• Check for:
• Positioning

• Mobility
• 1st ray hypermobility is considered to be a 

contributing factor in the development of hallux 
valgus.  Its presence may also influence which 
corrective surgical procedure should be 
considered. 

• Length
• (Morton’s toe is actually a short 1st MT, not a long 

second toe)



Coleman Block Test
• First described by Coleman and Chestnut in 1977, 

the Coleman block test is used on patients with a 
cavovarus foot deformity to determine whether 
the hindfoot varus deformity is fixed or flexible.

• It helps determine what type of foot orthosis or 
surgical management is required. 

• Technique:
• The foot is placed on a block high enough to avoid 

touching the ground when placing the plantarflexed 
first metatarsal over the block’s edge. The medial 
metatarsals are put off the edge while the rest of the 
foot remains on the block. This way, the plantarflexed 
first metatarsal cannot tilt the foot into the varus. 

• If the heel deformity corrects to neutral while 
weightbearing during this maneuver, the deformity is 
flexible. A foot orthosis with aggressive lateral 
forefoot posting/wedge should be effective. 

• If the heel deformity does not correct, there is a fixed 
hindfoot deformity.  The pedorthic approach will be 
more accommodative, such as a lateral heel flare 
added to the shoe. 



Single Limb Heel Raise Test
• A single-leg heel raise test is used to 

determine whether the posterior tibial tendon 
is intact or has become dysfunctional. 

• If the patient can stand on one foot and raise 
the heel up off the ground 3-5 times, this 
suggests that the posterior tibial tendon is 
intact and functioning. You should also be able 
to observe the heel being pulled into inversion 
as it rises off the ground. 

• If the patient is not able to do this – or do it 
without significant pain - the posterior tibial 
tendon is likely dysfunctional.



Transverse Plane Disorders

• Abductus: In the transverse plane, the 
foot, especially noticeable in the 
forefoot, is positioned away from the 
centerline of the body. Associated with 
a pronated – or pes planus – foot 
position. 

• Adductus: In the transverse plane, the 
foot has turned toward the centerline 
of the body.  Associated with a 
supinated – or cavovarus - foot 
position.

• Pedorthic management ranges from 
correction to accommodation 
depending on passive correctability.  
However, this is difficult to 
correct/control using strictly pedorthic 
modalities.    



“Too Many Toes” Sign

• If, when observing from directly 
behind you patient, you can see 
more than two and a half toes 
on lateral side, this is the “too 
many toes” sign.

• It indicates that there is forefoot 
abduction, typically associated 
with posterior tibial tendon 
dysfunction (stage II, at least). 



Checking Ranges of Motion

• Ankle joint (normal: DF 20˚/PF 45˚)
• Loss of ankle motion, especially DF, increases stress 

through midfoot structures and increases pressure 
under the ball of the foot.  It also has a markedly 
negative effect on gait. 

• Restricted ankle ROM may necessitate shoe 
modifications like rocker soles to replace lost motion.

• First metatarsophalangeal joint (normal: DF 45˚-
50˚/PF 10˚)
• Decreased ROM is called hallux limitus.  Pain in joint.
• No ROM (hallux rigidus) is not painful in the joint, but 

at the tip of the toe and perhaps at the TMT joint. Has 
a great effect on gait mechanics in the foot. 



Foot Capture

• Foot orthoses
• Foam box

• Plaster slipper cast

• 3-D scan

• SCFO
• Fiberglass wrap

• STS® casting sock

• Plaster wrap

• 3-D scan



Foot Capture

© Decker W, Albert S. Contemporary Pedorthics. 
Elton-Wolf Publishing. Seattle, WA. 2002



Measure for Shoes

Manufacturer-specific Brannock® device

Both feet

With socks or stockings on

While standing

Feet shoulder width apart

Foot all the way back to the heel cup

At the end of the day if possible

Length, arch length, and width



Examples of Assessment Forms
Assessment forms can be helpful for you to take notes during your exam and can 
be used to build your evaluation note once the appointment has concluded. 
However, the form in and of itself does not constitute an acceptable note. 









Formulation of Treatment Plan



Factors in Formulation of Plan

• Prescription
• Obviously, this is the primary determinant and the foundation for your treatment plan.
• Contact physician if:

• You are unclear about the prescription, the diagnosis or the intended function/goal of the device(s).
• Your findings contradict the prescription.
• There has been a change in the patient’s condition since they’ve seen the physician.
• You feel there could be a better outcome by deviating from the original prescription (E.g. patient has 

forefoot ulcer and Rx is for FOs, but you’d like to provide rocker soles, as well.)  In this case, you should 
also request an updated prescription/order. 

• Diagnosis
• The design of your device will be influenced by the pathology and the desired outcome for 

the condition. (E.g. you would fabricate a foot orthosis with a metatarsal pad for an 
interdigital neuroma, but the same met pad would not be particularly useful to treat central 
heel pain.)

• Prognosis/length of need
• This may or may not influence the material choices you make for your device.
• Could also be a factor in deciding between custom device and prefabricated



Factors in Formulation of Plan

• Findings of pedorthic exam
• Will necessarily influence choice of device, materials and 

modifications/design. 

• Foot health history
• Has surgery or injury altered foot mechanics?

• Has patient experienced this problem in the past?

• What worked and what didn’t?

• Has patient experienced other foot problems (related or not)?

• Don’t repeat past failures.

• Don’t reinvent the wheel.



Factors in Formulation of Plan

• Treatment goals
• Yours and the physician’s
• The patient’s

• Required Vs. desired footwear
• The orthotic device will only ever be as good as the shoe into which it is placed.
• Footwear is always part of the pedorthic treatment plan.  It can’t not be. 
• Does shoe have the necessary features to work with or compliment your treatment plan?

• Enough depth to accommodate device
• Appropriate length and width for foot
• Modifiable (if applicable)
• Design doesn’t work to counteract your goals (E.g. trying to help a patient with lateral ankle instability 

and using a motion control (anti-pronation) type shoe)

• Age
• An older patient may need a lighter weight shoe or one with a wider base if there is a 

concern for falls prevention
• A child may outgrow custom foot orthoses at a rate that is untenable or impossible for the 

parents to afford; a customized prefabricated device may be a more logical choice.



Factors in Formulation of Plan

• Occupation
• Is the patient on their feet all day?  This would influence shoe selection
• Do they need job-specific footwear (waterproof, slip-resistant, safety toe, etc.)

• Activities
• What is the patient’s activity level?
• Will they need your device(s) for recreational activities or sports?
• More than set of devices may be necessary, especially when it comes to shoe 

modifications

• Cost/coverage
• As frustrating as it may be, there will be times when the cost of device and 

insurance coverage – or lack thereof – may necessarily need to be taken into 
account when formulating the treatment plan. 



Pedorthic Treatment Plan

• Footwear: ___________

• Foot Orthoses: ___________

• Subtalar Control Foot Orthosis/Ankle Foot Orthosis: ___________

• Shoe Modifications: ___________

• Hosiery: ___________

• Other: ___________

• Goals of Treatment: ___________

• Anticipated Length of Need: ___________

• Next steps…



K.I.S.S.

• Just because you can, doesn’t mean you should.

• Only go as proximally as necessary.

• The more intrusive, bulky, conspicuous, and un-user-friendly your 
devices are, the less likely the patient will be to adhere to the 
treatment plan.  

• A Certified Pedorthist is an Allied Health Professional.  It is unethical 
to recommend a more expensive device when a less expensive one 
will perform equally as well or better. 



Quick tips
✓Rigid deformity = flexible orthosis

✓Flexible deformity = rigid orthosis

✓You can unload a spot, but the pressure must go somewhere.

✓Arthritic joints hurt when they move. Stop the motion, stop the pain.

✓If you want to control a joint, you need to span the joint.

✓What you do distally can affect things (positively or negatively) 
proximally.

✓Make sure your patient will actually be able to use your device 
(adequate ROM, ability to don, doff and use correctly, etc.).

✓The orthosis is only ever as good as the shoe in which it will be used. 

✓All LE orthoses start with the foot orthosis – AFO, KAFO, HKAFO



Creating the Lab Order



The Lab Order
• Regardless of whether you’ll have the orthotic device(s) made in-house or send 

them out for fabrication communication is the key to receiving the exact device 
you envision for your patient.

• The lab needs clear, concise, accurate and easy-to-understand instructions from 
you.

• When you’re completing the lab order, complete the lab order.  Missing 
information is the #1 reason for both delays and fabrication errors.   

• Use the order forms provided by the lab you’re using.  

• Keep a copy in the patient’s chart. 

• Note: It is still a good idea to create and use a lab order if even you are fabricating 
the device(s) yourself.  This will help you track the workflow and remind you what 
you were thinking when you saw evaluate the patient.  It is also useful to keep on 
hand for future reference. 



Next Steps



Now what?

• Discuss treatment plan with patient.
• The plan
• The goals of the plan
• Realistic expectations
• What success looks like
• Length of use
• Options and alternatives
• Confirm that patient understands

• Document your findings and your plan (SOAP or PAP format)

• VOB

• Place order(s)



Examples of Lab Order Forms



















































The End
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