TO ORDER:

Email:

OBST/ Arm Sleeves VI o)y QR Infodovipak@ossity.com

Fax: 1-877-760-4943

JoViPak \%solute

Medical, Inc.
Your Compression Solution

Patient Name: Previous Patient?DYes Gender: L1F [(Im
Height*: Weight*: Birthdate: D Primary (congenital) or D Secondary Lymphedema
*Height and weight are required. (if no selection is made, JoViPak will default to Secondary Lymphedema)

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
Measure extended arm in relaxed position, palm up Polartec® Power Dry® Colors
Please record all measurements in centimeters. All measurements are required.
o Lateral Ri [ Black [ Pink
Style - AG1 ateralikise
T —
i 6.35cm oo .
Circumference |:| 635 cn Arm Lengths Additional Charge Options
Measure Lengths
Left  Right |:| 1045 em medially JoVidacket [slack [Jwhite
(JoViJackets are required to be worn with your JoVi
foam garment to ensure maximum fit and effectiveness)
~ClAxille) YO e CteG. D Stitched Finger Glove
F2 (Upper Bicep) _ _ _ J _ F2 _ _J__( CtoFz. Pad - Dorsum
(sewn in; provides additional pressure on dorsum)
| _FiaBicep) | _FL__f___ CtoF'_ ] PS—
(sewn in; equalizes pressure in palm area)
*F(LowerBicep) __\ _F__J _ _CtoF_ r Two Piece Arm Sleeve (AG1 or AG - separate
hand; JoViJacket will match garment)
E (Least Elbow CtoE
- E (teast Elboy Lo Eo oo _Ctof - I:] Zipper - dorsum to mid-forearm
I:] Zipper - elbow to axilla
[ D_1 (_W_id_es_t Eo£e§r£n)_ __________ C_tg 91_ | I:] Zipper - wrist to elbow
No Charge Options
, Slimline (more channels and less foam than
*+ D_(Distal Forearm)_ _ ee—__CtoD.. standard channelling)
D Cover to middle of fingers
| _C(Leastwrist) _ _ ) C{ _ _ __ _ _ o ______. I:] Cover to base of fingers
I:] Cover fingers completely
CtoB 2 Blend Foam (two-way, less aggressive blend
"""""""""" for patients with fragile or compromised tissue)
B (Palm at Web Space) Comments:
Do not include thumb
A VY CtoA_ |
(Tip of Longest Finger) - REQUIRED
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
e‘.ee 1OBST* f ) /JoBSTUSA @JOBST_USA 5825 Carnegie Blvd., Charlotte, NC 28209-4633
‘ an Essi{y brand . Tel. (+1) 800 537 1063 Fax (+1) 800 835 4325
@ @JOBSTforUsA @ jobst-usa.com 63677AMI R3  ©2022 BSN Medical Inc. K22
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OBST/ Custom Hand Tracing ~ {& Absolute

Medical, Inc.

1 Your Compression Solution
JoViPak Right Hand y

Place hand flat, directly over this guide, palm down, with wrist flexion crease
over the C landmark. Use a black pen to trace around the hand and each finger.
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Patient Name or Reference #
All sales are subject to JoViPak's Return, Guarantee and Warranty policies




Medical, Inc.
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OBST/ Custom Hand Tracing AAbsolute
Left H an d Your Compression Solution

JoViPak

Place hand flat, directly over this guide, palm down, with wrist flexion crease
over the C landmark. Use a black pen to trace around the hand and each finger.
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Patient Name or Reference #

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