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PAYMENT INFORMATION

Account # 4076584 I:l Bill to Account Date PO #

Fax Confirmation # Email Confirmation

SHIPPING ADDRESS

Business Name

Address
City State Zip
Attention Phone

Please record all measurements in centimeters . Lo Styles
All measurements are required. Gl Lateral Rise Options: Leq Lengths Y
Circumference D cm (default) | Measure lengths L L]
e =~ medially, straight, Polartec® Power Dry® Colors

Left Right

not contoured
| _ _GTopofThish %' ___ G __fALG | [ Black [ Pink

L _ _F2pperThiohy | __ __F*____ [ __ AtoF?z _ [ Navy Blue

[Black Cdwhite

AtoF (JoViJackets are required to be worn with
--------------------------------- your JoVi foam garment to ensure maximum fit
and effectiveness.)

| __ECateld ______{___E__{_____AbE | Additional Charge Options

D (Below K AtoD
_-- (elowKnes) _____\_._B__}\_____% oD N D Pad - Dorsum (sewn in)
C(widestCalfh) ¢ | AtoC Pad - Malleolus (sewn in)[_] Medial [_] Lateral
- - ~
I:] Zipper - ankle to knee
B' (Below Calf) A to B!

_________________________________ I:] Zipper - knee to groin

I:] Donning Loops

1
S~ BbmallestAinder QSR AteB. - No Charge Options

“““““““ D Cover to tips of toes
. 1 -
) a (Tip of Toe) -1 7 - R et D 2 Blend Foam (two-way, less aggressive
i (Instep) ail b: i PA blend for patients with fragile or
| ! .
| . 4—’: A-i (Heel to instep) compromised tissue)
b [ ,
(Base of little toe) | I N Comments:
: 1 A-b (Heel to base of toe)
1
! 1
e ———————
: A-a (Total Foot Length)
Pictures are needed if the patient has lobules, is over-sized or has some other issue. Please send pictures (no patient faces) to info.jovipak@essity.com.
Fitter/Therapist Name: Phone: Email:

° BSN Medical Inc., an Essity company
es @ /JOBSTUSA @JOBST_USA 5825 Carnegie Blvd., Charlotte, NC 28209-4633
ees eSSI y JOBST', Tel. (+1) 800 5371063 Fax (+1) 800 835 4325

ee an Essity brand
@ @JOBSTforUSA @ jobst-usa.com 63676AMIR3  ©2022 BSN Medical Inc. K22



OBST/ Custom Foot Tracing

A .
. — Right Foot
JoViPak A1 0N g
I B
;| A ’/ </ \If ~/\
! I ] ~ 1
! —y
7|”,——"‘:'___,"l"——__L\' / ',\/| _
-7 / 17T~ I
.7 / : : Vr-. ~ " N /\
1 ‘l{ |
! | The dotted line indicates AN
I ' standard foot coverage.lf a )
| ! different coverage is desired, '\\
\ 1 sketch a new dotted line to show .
\ . that coverage. I .
\ ' :
1
\ I :
\ ! I
\ ! |
\ ! I
\ 1 I
v I
\ 1
\Y 1
b I
i\ !
1
Place foot directly over this guide, ! \ /
with the tip of the big toe at the 1 /
“A" landmark. With a black pen, ' /
trace around each toe and as ' /
much of the foot as will fit on the '
paper. : I II
1
N , Total length
1
| /
¥ , of foot
| I/
:, , cm
! I Use a ruler or measuring
I I tape starting at “A” land-
K I mark to determine the
| | total foot length.
| : I
| : |
| /
N v /
° 1
< Absolute y ’
M) Medical, Inc. AN P 4
Your Compression Solution : ~ ~ o _ -

Patient Name or Reference #

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