YOUR COMFORT.

Pure Night Upper Extremity Order Form

) PATIENT INFORMATION

Name: ‘ ‘ Phone Number: ‘ ‘ Measurement Date:|:| Order Date: |:|

Therapist [Fitter: Name: ‘ Phone Number: ‘ ‘ Email: ‘ ‘ Reorder of Order #: |:|
) GARMENT ) MEASUREMENTS ) BILLING INFORMATION [ Quote only
(All measurements in centimeters)
Style PN-UE E C = Circumference L = Length Business Name:| |
O Left Arm [ORight Arm _—_____

] ]
_ Phone: ‘ ‘Fax: ‘ ‘
OThumb slit  CJFull Thumb  ©= igi L= E

— Contact Name: ‘ ‘

Channeling

- ————

T e I |
\ )

—_——————

O chevron O vertical

Diagonal .
strap length Payment:

O creditcard [ Net 30
G= l

Containment
O #1 original [ #2 stiffer

Compression N Card #: ‘
O 20-30mmHg [ 30-40 mmHg F= E
Exp:‘ ‘ SID: ‘ ‘
N
Modifications W ) SHIPPING INFORMATION
TY. Placement Instruction
. N Shipping:
Zippers l .
- |:| Requested Delivery Date: |:|
Dclosure L
N [J standard [ Priority
DPuII-up Loops Ship to:‘ ‘
Accessories
DCover (In development, eta 3" QTR 2020) Attn: ‘ ‘
Notes: Street:
T | |
[ )= e state] | zip: |
Wrist to
Thumb Phone:‘ ‘
Web Space
Email: ‘ ‘
(for shipping notification)

Email : orders@puremedical.us
Pure Medical Inc. 10437 Innovation Drive, Suite B7; Wauwatosa, WI 53226


mailto:orders@puremedical.us
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