VARISAN'® FLAT Toecaps CUSTOM-MADE

Order by email at varisan.sumisura@cizetamedicali.com Stamp/Signature

Patient

Date

The custom-made device in question complies with the General Safety and Performance Requirements set out in Annex | and with the provisions of Annex Xlll of Regula-
tion (EU) 2017/745. The custom-made device in questionis intended for the exclusive use of the patient identified in this modl.
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[] 5°drop shaped 5thtoe  INDICATE CX V° TOE

SPECIFIC REQUESTS COLOURS
106 ivory M 440 carmine 608 forest green
604 havana* M 450 fuchsia M 320 grey
112 sand M 535 bluette M 862 black
M 420 coral B 545 navy blue
*Standard colour for VARISAN® FLAT - other colours available on request
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