
225-273-1900  •  Fax: 225-273-5555
info@stillmeinc.com

Patient:  Last Name:______________________  First Name____________________________

Fitter: __________________________________  Clinic _______________________________

Fitter Title:_______________________________  (example: PT/OT/PTA)

Date:___________________________________

225-273-1900  •  Fax: 225-273-5555
info@stillmeinc.com

Patient:  Last Name:______________________  First Name____________________________

Fitter: __________________________________  Clinic _______________________________

Fitter Title:_______________________________  (example: PT/OT/PTA)

Date:___________________________________

LEFT       RIGHT

________   ________

________   ________

________   ________

________   ________

________   ________

________   ________

A-D length

A-G length

________   ________

________   ________

with Silicone 

Beige   Black

Notes

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________ 

____________________________ 

____________________________ 

____________________________ 

____________________________ 

____________________________ 

____________________________ 

____________________________ 

____________________________ 

____________________________

with no Silicone

maternity

pantyhose

thigh w/

hip attach

pantyhosethighknee legging

Open Toe Closed Toe

L R




