	PROJECT PARTNER NAME
	

	ADDRESS
	

	COUNTRY
	

	NAME OF INDIVIDUAL COMPLETING FORM
	

	DATE COMPLETED
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PATIENT DESCRIPTION

	PATIENT NUMBER
	
	PATIENT NAME
	

	DATE OF BIRTH
	
	AGE
	
	SEX
	

	WEIGHT
	
	HEIGHT
	
	EYE COLOR
	


PATIENT CONTACT INFORMATION

	GUARDIAN’S NAME
	
	OCCUPATION
	

	ADDRESS
	

	CONTACT PHONE #
	
	MONTHLY INCOME
	


DOCTOR INFORMATION

	DIAGNOSIS
	
	PATIENT DISABILITY
	

	ORIGIN OF DISABILITY
	
	WHEN DID IT OCCUR?
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Elbow

Right Above
Elbow

Right Below Elbow. Left Below Elbow

Right Above Knee Left Above Knee

Right Below Knee

Right Foot Left Foot




	IF OTHER TREATMENT WAS GIVEN, PLEASE SPECIFY
	

	TOTAL COST OF MATERIALS
	US $
	
	NATIONAL CURRENCY
	

	MATERIALS INCLUDED IN COST
	

	IF FOLLOW UP CARE IS REQUIRED, PLEASE SPECIFY
	

	NOTES
	


*PLEASE ATTACH DIGITAL PICTURES OF THE PATIENT BEFORE,  DURING  AND AFTER TREATMENT*

	DATE
	
	SIGNATURE OF GUARDIAN/  AUTHORIZED PARTY
	


This is to certify that the above disabled patient in required to use a prosthesis/orthosis/boot.

	DATE
	
	DOCTOR’S NAME
	
	DOCTOR’S SIGNATURE
	


EXPENSES:  (Local currency)            Feb Mar Apr May Jun Jul Aug 2011    

1.   Physiotherapy                                

2.   Hospital charges                         

3.   Surgery                                  

4.   Travel                                     

5.   Accommodation/ food                                                                                                                                                                   

6.   Medicine/ dressing                                                                                                 

7.   Care giving    

8.   Limbs/ mobility aids                                           

                                  Sub-Total_____________________________________   
                                       Total                                            





























































In the appropriate field, specify the procedure performed


and/or 


device


given on the 


area of 


treatment.





--i.e. amputation, prosthesis, 


surgery, 


therapy, brace, caliper, etc.











