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Fax or email your completed order to:

Fax 443.455.1402 | orders@comfortcaremd.com
Questions? Call us at 888.358.1580

YOUR COMFORT.

) PATIENT INFORMATION

Name: ‘

Pure Night Upper Extremity Order Form

Phone Number: ‘

Measurement Date: |:|

‘ Email: ‘

| owdervate|

Therapist [Fitter: Name: Phone Number: ‘ ‘ Email: ‘ ‘ Reorder of Order #: |:|
) GARMENT ) MEASUREMENTS ) BILLING INFORMATION  [JQuote only
(All measurements in centimeters)
- - . Busi N :

Style PN-UE E C = Circumference L = Length usiness Name ‘ ‘
[ Left Arm [JRight Arm jo=———= , Ph ‘ ‘F ‘ ‘
OThumb Slit [ Full Thumb = igj one: ax:

Contact Name:
Channeling L ‘ ‘
] \
O chevron O vertical He= El:“ Account #: ‘ ‘ P.O. #:‘ ‘
“Diagonal )
Compression strap length Payment:
O i O
O 20-30mmHg [ 30-40 mmHg Credit card Net 30
LI other ‘ Card #:‘
Modifications Placement Instruction Exp:‘ ‘ SID: ‘ ‘
D Pull-up Loops
) SHIPPING INFORMATION
D Digit Spacers
D Zippers Shipping:
i Requested Delivery Date: |:|
D Magnetic Closure
Accessories [0 standard [ Priority
D PureCover Ship to:‘ ‘
Notes: A“'“‘ ‘
““““““““ - Ct=0cm
B e ~Y<4ZERO T Street: ‘ ‘
=1
L B [E] I e state] | zip:| |
(—— = \ ~ Wrist to
AC=| |:| | Thumb Phone:‘ ‘
() I " Al= l:” Web Space
(optional) v Email: ‘ ‘

(for shipping notification)
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