
Custom Product Remake Form

CUSTOMER INFORMATION

Customer#:_ ___________________________________________Ship Code: ______________________________________________________________________

Name:________________________________________________________________________________________________________________________________

Address 1: _______________________________________________ City:___________________________________ State:____________ Zip:__________________

Address 2: _______________________________________________ City:___________________________________ State:____________ Zip:__________________

Patient Name:_ __________________________________________________________________________________ Order# or Invoice #_____________________

Custom Products Return Policy: Custom made products are not refundable. Dr. Comfort will re-work or replace custom made products at no charge to the  
customers satisfaction. Must be returned for remake within 3 months.

REASON FOR RETURN: (Please indicate in sections 1 or 2)

1) ADJUSTMENT NEEDED

  Lower the arch

  Change to size _______________________

  Raise the arch

  Change shoe style _______________________

  Add a modification or accomodation

  Other _______________________

2) QUALITY ISSUE

  Too Thick

  Does not match patients foot

  Too thin

  Not made as ordered

  Duplicate order

  Cause pain or other trauma

  Other
** �Please include pictures when possible  

to help indicate pain or trauma

PLEASE FILL OUT EITHER SECTION A OR B:

A) I AM RETURNING CUSTOM PRODUCT ONLY

  Custom Diabetic Inserts   Toe Filler L5000   Functional Orthoses   Modified Shoes

Change Requested: _______________________________________________________________________________________________________________

B) I AM RETURNING CUSTOM PRODUCT AND SHOES (Return Information)

Style Name _____________________ Color _______________________ Size_________

  Custom Diabetic Inserts   Toe Filler L5000   Functional Orthoses   Modified Shoes

Change Requested: _______________________________________________________________________________________________________________

NEW SHOE ORDER:

Style Name _____________________ Color _______________________ Size_________

DR. COMFORT OR OFFICE USE ONLY:

Date Returned ________________________________________ Action Taken ________________________________________

Individual results may vary. Neither DJO Global, Inc. nor any of its subsidiaries dispense medical advice. The contents 
of this sheet do not constitute medical, legal, or any other type of professional advice. Rather, please consult your 
healthcare professional for information on the courses of treatment, if any, which may be appropriate for you.

T  800.556.5572
10300 North Enterprise Drive   I   Mequon, WI  53092   I   U.S.A.
drcomfort.com

Copyright © 2018 by DJO, LLC
MKT00-6939 Rev A

Width Pairs of Inserts

❍ N   ❍ M   ❍ W   ❍ XW ❍ 0   ❍ 1   ❍ 2   ❍ 3

Width Pairs of Inserts

❍ N   ❍ M   ❍ W   ❍ XW ❍ 0   ❍ 1   ❍ 2   ❍ 3
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