5-90 Lancing Drive, Hamilton, ON L8W 3A1

OO/ab OOLAB OUTGROWTH 1-888-444-3032
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The OOLab Outgrowth Program helps to accommodate growth related replacement pair of orthotics during a 6-month period from the original invoice date. The program provides a
replacement pair of orthotics at a 33% discount. To qualify, this form must be completed in full and faxed or emailed for approval. Please allow 2-business days for approval.

“* PLEASE SEND COMPLETED FORM, A COPY OF THE ORIGINAL PRESCRIPTION FORM FOR THE INITIAL ORTHOTIC ORDER & A COPY OF THE LAB INVOICE.
“*IN ORDER TO QUALIFY, THE PATIENT MUST BE UNDER THE AGE OF 12.
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