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PORIFEROUS Patient-Specific Implants 
Featuring              Biomaterial.

Design Input 

Form

PATIENT NAME: ____________________________

ID #:________________D.O.B: _________________

Scan Date: ________Planned Surgery Date: _______

PO #: ______________________________________

Location of defect: ____________________________

___________________________________________

Specify implant design instructions (if any):_________

___________________________________________

___________________________________________

SURGEON NAME: ___________________________

Surgeon Phone #: ____________________________

Surgeon Email: ______________________________

Local Rep. Name: ____________________________

Rep. Phone #: _______________________________

HOSPITAL NAME: ___________________________

City: _______________________ State: __________

Zip Code: _____________ Country: ______________

SHIPPING ADDRESS (required)

Attention To: ________________________________

Address: ___________________________________

City: ____________________ State: _____________

Zip Code: ____________Country: _______________

Circle area of reconstruction
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recipient is prohibited. Poriferous, LLC. does not practice medicine, The treating surgeon is responsible for determining the appropriate treatment, technique(s), and product(s) for each individual 

patient. Check for country product clearances and reference product specific instructions for use. For Poriferous’s privacy s tatement, complete product information, including indications, 

contraindications, warnings, precautions, and potential adverse effects, see the package insert or visit our website at www.poriferous.com or call 770.683-3855. Form No. QF-151215 - Rev C

PORIFEROUS, LLC.

(877) 631-1954 

For questions or additional information, please call customer service at  (770) 683-3855, or e-mail to 

sales@poriferous.com.

q Flange with clearance 

q Flange with tight fit

q No Flange with clearance

q No flange with tight fit

Select the fit preferenceq Virtual Review  q Physical Review

q Male q Female


	Cranial Design Input Form 170717.vsdx
	Page-1


	PATIENT NAME: 
	ID: 
	DOB: 
	Scan Date: 
	Planned Surgery Date: 
	PO: 
	Location of defect 1: 
	Location of defect 2: 
	Specify implant design instructions if any 1: 
	Specify implant design instructions if any 2: 
	Specify implant design instructions if any 3: 
	SURGEON NAME: 
	Surgeon Phone: 
	Surgeon Email: 
	Local Rep Name: 
	Rep Phone: 
	HOSPITAL NAME: 
	City: 
	State: 
	Zip Code: 
	Country: 
	Attention To: 
	Address: 
	City_2: 
	State_2: 
	Zip Code_2: 
	Country_2: 
	Male: Off
	Female: Off
	Virtual Review: Off
	Physical Review: Off
	Flange w Clearance: Off
	No Flange w Clearance: Off
	Flange w Tight Fit: Off
	No Flange w Tight Fit: Off


