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Patient Last Name: Patient First Name:
luna Fitter Last Name: Fitter First Name:
VIS N Fitter Title: (example PT/OT/PTA)
Date:

— ARMASSIST ™
BiaCare Measure & Order Form

| have watched the online instruction video | have read and understand the written measuring Photos have been emailed to:
for the ArmAssist” custom garment. instructions for the ArmAssist” custom garment. Sales@BiaCare.com

Orders will not be accepted without all three boxes being checked. Your assistance in this will help the patient receive a
better product in less time.

PRODUCT OPTIONS
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