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Legs Custom

TO ORDER:
Email: 
info.jovipak@essity.com
Tel: 1-866-888-5684
Fax: 1-877-760-4943

PAYMENT INFORMATION

Account #    4076584 Bill to Account Date PO #

Fax Confirmation # Email Confirmation

SHIPPING ADDRESS

Business Name

Address

City State Zip

Attention Phone

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

JoViJacket

Black White

Styles

AD AG1

Patient Name:_______________________________________________________________________           Previous Patient?  Yes       Gender:  F   M

Height*:__________________ Weight*:__________________  Birthdate: ___________________      Primary (congenital) or   Secondary Lymphedema
(if no selection is made, JoViPak will default to Secondary Lymphedema)*Height and weight are required.

Measure lengths 
medially, straight, 

not contoured

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.

Please record all measurements in centimeters
All measurements are required.

Additional Charge Options

Pad - Dorsum (sewn in)

Pad - Malleolus (sewn in)        Medial        Lateral

Zipper - ankle to knee

Zipper - knee to groin

Donning Loops

No Charge Options

Cover to tips of toes

2 Blend Foam (two-way, less aggressive 
blend for patients with fragile or 
compromised tissue)

Comments:



Total length 
of foot 
____cm

Use a ruler or measuring 
tape starting at “A” land-
mark to determine the 

total foot length.

Custom Foot Tracing
Right Foot

Place foot directly over this guide, 
with the tip of the big toe at the 
“A” landmark. With a black pen, 
trace around each toe and as 
much of the foot as will fit on the 
paper. 

The dotted line indicates 
standard foot coverage.If a
 different coverage is desired, 
sketch a new dotted line to show 
that coverage.

Patient Name or Reference # _________________________________________________________________
All sales are subject to JoViPak’s Return, Guarantee and Warranty policies



Total length 
of foot 
____cm

Use a ruler or measuring 
tape starting at “A” land-
mark to determine the 

total foot length.

The dotted line indicates standard 
foot coverage.  If a different 
coverage is desired, sketch a new 
dotted line to show that coverage.

Place foot directly over this guide, 
with the tip of the big toe at the 
“A” landmark. With a black pen, 
trace around each toe and as 
much of the foot as will fit on the 
paper. 

Custom Foot Tracing
Left Foot

Patient Name or Reference # _________________________________________________________________
All sales are subject to JoViPak’s Return, Guarantee and Warranty policies
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