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Compression Order Form

Patient Name: Gender: M or F
Patient Address: D.0.B:

Patient Phone: Diagnosis:
Provider Name: Provider's NP1 &:

Provider Signature: Date:

Velcro Compression:

1. Style: Foot Calf Knee Thigh Quantity:
2. Product: Cooling Wrap (foot, calf) Reversa Wrap

Elastic Compression:

1. Length Calf/Knee (Uicer Pro) Thigh Pantyhose Quantity:

2. Compression Level: 15-20mmhg 20-30mmhg 30-40mmhg

Please Fax order with Patient’s Insurance information to Advanced Medical Solution at B810-225-B061.
Or the patient can bring this script to our Retall Location at 7960 W. Grand River Ave. Brighton,
MI 48114. Questions? Call Advanced Medical Solutions at: 810-225-7701. We participate and bill most Insurances.
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== Juzo Cooling Compression Calf Wrap 6020
'-1-:.7; = Inside brrr® liner provides cool to touch feeling
f==i . Enhanced heat dissipation
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Compeossian 30-60 mmHg working pressune
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Regular Sires S.M LML, 2%L, 3XL, Max Sires ’
Inchudes Wrap, Lines, Fastencrs

Cissiom Ha Wear With or ‘Withoul Liner




