Fax or email your completed order to:
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TO ORDER:

Vests
Custom

JoViPak

Patient Name:

PAYMENT INFORMATION

éggﬁ:‘e';)t # I:I Bill to Account Date

[] charge credit card [ ][] cardexp.pate | Po#

Card # Fax Confirmation #

Name on Card Email Confirmation

Business Name Name

Attention Attention

Address Address

City State City State
Phone Zip Phone Zip

ORDER SPECIFICATIONS
FREE STANDARD SHIPPING

Organic Cotton & Spandex Colors
QTY QTY

| O slack O vory

_ T -) QTY QTY
\ L, o
GG S L Black C white

(JoViJackets are required to be worn with your JoVi foam garment to

} ensure maximum fit and effectiveness.)
Vest with with optional Full Padding Vest with JoViJacket
(shown with vertical & horizontal
padding options for illustration)
Comments:
Fitter/Therapist Name: Phone: Email:

All sales are subject to JoViPak's Return, Guarantee and Warranty policies

BSN Medical Inc., an Essity company

eeeee eSSity onst @ /IOBSTUSA @JOBST USA 5825 Carneaie Blvd.. Charlotte. NC 28209-4633

an Essity brand
@ @JOBSTforUSA @ 64682 R5 ©2025 BSN Medical Inc.  B25
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Al . - Fax or email your completed order to:
)\-' J Lg:)&\( (\( /(-Ixfz/év% Cre
b

—S— ledical

Vests
Custom

JoViPak

Patient Name:

Previous Patient? D Yes Gender: D F D M

Height*: Weight*: Birthdate:
*Height and weight are required.
Must select one: Mastectomy D Left D Right Reconstruction D Left D Right Lumpectomy D Left D Right

Circu mference Please record all measurements Lenqt hs

in centimeters Padded Insert
All measurements are reqUIred. (equalizes pressure over mastectomy site)
Color: DBIack DBuff
Size: DSmaII (A/B)
Lengths should be taken along the .
. . N Med C
side of the torso, starting at the waist E edium (©)
(with a beginning number of 0), Large (D)
| HtoGtoH measuring up to the axilla (R). D XLarge (DD/E)
(Arm Hole) o DCrotch Strap
. 1 (helps to keep garment in place for
L .R. (_'I:o_rgo_ .@.é).(l.”.a). ..... - = ¥ -! - (IR (SR R IS -tc-) -R- patients with larger abdomens (additional
1 : measurements required))
..N. (_L_a_rggs_t_grle_s_t)_ !-I - ———— k_____|§_t(_)_N_ DPrepaid Reduction
'l O
. 1 Full Vertical Padding to natural
M (Xyphoid P ! X ;
L M Xyphoid Process) ____t\. S SRR EE | | el fetlalet EEEDNE I EEE KioM waist - peplum included
1y
| L LowestRib) U | O (R SN ST No Charge Options
1
Vol D Slimline (more channels and less foam)
| K (Natural Waist)_________ oboda b X\ 1 L1J_ K (Natural Waist = 0)
LI CJvwo Blend Foam (Low ILD)
1, The lower section
1, beginning at K (Natural Oend garment at waist (no peplum)
- Waist), is a 20cm long
J (Mid H 1
BRGNS i1 unpadded/unchanneled
- : peplum.

K (front) through the Groin and to K (back)
(for Crotch Straps only - measure from center front waist,
through the crotch, and up to the center back waist)

Channeling Options

O Hart Padding Horizontal O Hart Padding Vertical
dditional ch
O ert Crignt O Lert Ol rignt (additional charge)

D Bilateral Vertical

Fitter/Therapist Name: Phone: Email:

All sales are subject to JoViPak's Return, Guarantee and Warranty policies




