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AL Medical

Fax or email your completed order to:

Fax 443.455.1402 | orders@comfortcaremd.com
Questions? Call us at 888.358.1580
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Pure Day Lower Extremity Order Form

YOUR COMFORT.

PATIENT INFORMATION

Name:

ordervate: ||

‘ Phone Number: ‘ ‘

Therapist [Fitter: Name: ‘

‘ Phone Number: ‘ ‘

‘ Measurement Date: |:|

Email: ‘ ‘ Reorder of Order #: ‘
GARMENT MEASUREMENTS
Style PN-LE- |:| (All measurements in centimeters)
[ Left Leg I Right Leg C = Circumference L = Length

Compression
O 20-30mmHg [ 30-40 mmHg

O other ‘ ‘

Pants Straddle Measurements
Posterior

]
]

Anterior

Modifications Placement Instruction

D No Silicone D 1/2 Silicone D silicone
D Zippers‘ ‘

For Pants, use two LE measuring forms

Measure to desired
proximal end of garment

o]

S~eo p[g)_(iln_aj end of garment N
[a—1 )
BILLING INFORMATION L] Quote only eI _
R I it SOy / Medial  Lateral A\
Business Name:‘ ‘ Cm |’ |:|= L= |:| |:|
G°=; i =
| - | e )
Phone: Fax: | 0 e =T N
{ \
Contact Name:‘ ‘ F¢= I‘ |:| i Fi=
T T T T T T 7S
Account #:‘ ‘P.O. #:‘ ‘
T T
Payment: Ec= I‘ |:| i E'=
[ creditcard [ Net 30 e ey 7
( \
-— ! L
et S o=
pp——— U N
_______ Y,
Exp:‘ ‘ SID: ‘ ‘ I," ______ =
C¢= |‘
SHIPPING INFORMATION
Shipping:
Requested Delivery Date: |:|
[J standard [ Priority
Ship to:‘ ‘
Attn:‘ ‘
Street: ‘ ‘
city:| swate] | zip| ]
Phone:‘ ‘
Email: ‘ ‘

(for shipping notification)
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