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Earlylmpressions™ Torso Order Form

0 Patient Information

Name: Phone Number:

Age: Height:

Phone Number:

Email:

Weight:

Cherapist/Fitter: Name:

¢ . )
e Garment Design

@ Style

@:[D Channeling OChevron (Design consult needed) OVertical

@p Profile
Color
Modifications

QTY.

____ Zippers

____ VELCRO® fastener
OClosure
OAdjustable panels*

___ Snap tape

TT -

OOriginal OLow

OBlack OSlate OPurple ORaspberry

Notes/Placement Instruction

Special Instructions:

Q Measurements
(All measurements in centimeters)

C = Circumference

Shoulder Straddle

NL

Date taken: ___/

L = Length

/

~

Arm Hole

oL

N\

GExact Reorder of Order #:
/ e Shipping Information
Shipping: O0Ground 0O2nd Day OOvernight
o Billing Information OQuote Only
Business Name: Ship to:
Phone: Fax: Attn:
Contact Name & Phone: Street:
Account #: P.O. #: City: State: Zip:
Payment: COCredit card (provide number below)  CINet 30 Phone:
kCard #: Exp: __/___ SID: —j KEmail (for shipping notification):

Luna Medical, Inc. - Specialists in Venous & Lymphatic Insufficiencies

1057 W. Grand Ave - Suite 1 - Chicago, IL 60642 - Phone (800) 380-4339 - Fax (888) 696-0299 - www.lunamedical.com
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