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lCD
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lCF

lCG

JOBST® Relax Order Form
Armsleeves

Quantity/Class CCL 1
(15-20 mmHg*)

Left

Right

Style
C-GI

A - GI gauntlet 

Lower Extremities

Quantity/Class CCL 1
(15-20 mmHg*)

CCL 2
(20-30 mmHg*)

Left (AD and AG)
Right (AD and AG)

Circumference
WaistLeft

cG

cE
cD

cC

cB¹

cB
cY

cA

cF

cG

cE
cD

cC

cB¹

cB

cY

cA

cF

lA

lG

lE
lD

lC

lB¹

lB

lF

Basic styles
Knee High
Thigh High

Options
Zipper
(Back of leg B-D)

Color
Beige

Rose

Right

Back
K2-T

Front
K1-T

cA

cB

cC

lAB

lAC

Z

X

Options
Zipper
(Inside C-E)

Color
Beige

Rose

Circ.
Z

Circ.
X

Length
Z-X

Thumb

lA
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(example PT/OT/PTA)
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