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c Shipping info is the same as Billing info. –OR–

Shipping contact name:

Facility name:

Street address:

City: State: Zip:

Order K3 Knee Brace Rev.07 (January 2023)                  

D
A

FO
® K3 Knee Brace™

Hinged knee extension orthosis

Transfer
Pattern: c No Pattern (Standard)

c Pattern: ____________________________

NOTE:  If you don’t choose an option, you will receive the Standard.

Liner
Color: c White (Standard)

c Black

Strap
Color: c White (Standard)

c Other: _____________________

NOTE: Outer frame only; additional cost per brace.

Measurement Information

Order must include a cast that spans from near groin to malleolus.

Special Instructions
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