
ORDER
PLEASE SELECT STYLE

(132) GLOVE

(132-X) EXTENDED GLOVE

(133) SINGLE FINGER

(134) GAUNTLET

LEFT RIGHT

FORM #USC02

*Physician Prescription Required
*Please submit the form requirement with all orders, Alterations and Reorders.

Patient’s Basic Information

Facality Information

New patient: _______________________________________________________________________________________________________

Existing patient:  ___________________________________________________________________________________________________

Patient Name:  _____________________________________________________________________________________________________

Order Date:  ___/___/_____    Need by date:  ___/___/_____    Shipping method: ________________________________________

Ordering Facility :  __________________________________________________________________________________________________

Shipping Address:  _________________________________________________________________________________________________

 ____________________________________________________________________________________________________________________ 

First Name: ________________________________________________________________________________________________________  

Last Name:  ________________________________________________________________________________________________________

Select the options: 

Gender:      Female      Male       other    A burn patient:      Yes      No       

     Traumatic Scar       Lymphatic      Edma

Millimeters Of Mercury (mmHg) Other _______________________    Desired Pressure _________________________________

MM/DD/YY

Date Of Birth: ___/___/______
MM/DD/YY

MM/DD/YY

MM/DD/YY

Name Of Facality:  _________________________________________________________________________________________________

Order Date:  ___/___/______   Order Provider: ________________________________________________________________________

Billing Contact # __________________________        Billing Telephone #  __________________________

Shipping Address: ___________________________________

______________________________________________________

Zip/Postal Code: _________  State: _____________________ 

City:__________________________________________________ 

Patient Phone Number: ______________________________ 

Email: ________________________________________________  

Billing Address: ____________________________________________

_____________________________________________________________

Zip/Postal Code: _________  State: ___________________________

City:________________________________________________________ 

Patient Phone Number: ____________________________________

Email: ______________________________________________________

Date of Injury: ____/_____/_______

NOTE: Please leave these spaces blank unless you want us to try billing the patient’s health plan. Attach a copy of
the prescription, letter of medical necessity, insurance card, and, if available, a copy of the hospital face sheet. 

MM/DD/YYYY

Claim Number/ Insurance ID: _________________________

Insurance Telephone: _________________________________

+1 (866) 220 5222 uscompressiongarments@gmail .com www.uscompression.com+1 (844) 416-0360

(132)
GLOVE

(132-X)
EXTENDED GLOVE

(133)
SINGLE FINGER

GUANTLET
(134)

OPTIONAL
ATTACHMENTS

SILICONE ELASTIC

SILON

VELCRO

ZIPPER

WEB SPACER

NEW ORDER REORDER PREVIOUS ORDER # ALTERATION PREVIOUS ORDER #

ORDER TYPE

SELECT FABRIC

REGULAR FIT SOFT FIT

SELECT COLOR

BEIGE BLACK

PROCESSING

NORMAL URGENT



INSTRUCTIONS
( Please Read The Following Instructions 

Carefully Before Filling In The Measurements.)

1. Fill in all the measurements in
    CENTIMETER
2. Take all the measurements on Bare
    Skin ( i.e without the bandages.)
3. Note that measurement (A) to (M)
    are Circumferences and measurements
    (1) to (10) are lengths.
4. For length measurements keep the
    palm and fingers straight
5. Mention any deformities in the Any
    Additional information” column.
6. Use ordinary measuring tape

ANY ADDITIONAL INFORMATION

ZIPPER OPTION

1. ZIPPER ON PALMER SIDE

2. ZIPPER ON DORSAL SIDE

FORM #USC02

REQUIRED
MEASUREMENTS Left Right

(A)  PALMER CREASE

(B)  WRIST CREASE

(C)  BASE OF THUMB

(D)  D.I.P THUMB

(E)  BASE OF I. FINGER

(F)  D.I.P INDEX FINGER

(G)  BASE OF M. FINGER

(H)  D.I.P MIDDLE FINGER

(I)   BASE OF R. FINGER

(J)  D.I.P RING FINGER

(K)  BASE OF L.FINGER

(L)  D.I.P LITTLE FINGER

(M)  WRIST TO LENGTH END
        CIRCUMFERENCE

LENGTH Left Right

(1) 

(2) 

(3) 

(4)  

(5)  

(6) 

(7)

(8)

(9)

(10) 

+1 (866) 220 5222 uscompressiongarments@gmail .com www.uscompression.com+1 (844) 416-0360

(6)(7)

(8)

(9)

(5)

(10)

(1) (2) (3)
(4)

(A)

(B)

(M)

(I)

(G)

(H)

(J)

(K)

(L)

(E)

(F)

(D)

(C)


	text_3uhzc: 
	text_4xxml: 
	text_5mrgv: 
	text_6jzyw: 
	text_7llyi: 
	text_8lous: 
	text_9bwsc: 
	text_10ydra: 
	text_11qwkc: 
	text_12tucf: 
	text_13qzil: 
	text_14egog: 
	text_15jzmi: 
	text_16nfio: 
	text_17rajb: 
	text_18bveo: 
	text_19yhaz: 
	text_20qsqt: 
	text_21sosj: 
	text_22awhd: 
	checkbox_23mhin: Off
	checkbox_25qjgf: Off
	checkbox_26zjb: Off
	text_28lbus: 
	text_29gyau: 
	text_31vxjo: 
	text_32esrq: 
	text_33jzex: 
	text_34oui: 
	text_35cyiz: 
	text_36zdsd: 
	text_37vpcn: 
	text_38ftsl: 
	text_39itkh: 
	text_40kmsu: 
	text_41svfh: 
	text_42njnj: 
	text_43hiue: 
	text_44uwdb: 
	checkbox_46ylly: Off
	checkbox_47aesw: Off
	checkbox_49vbve: Off
	checkbox_50mztc: Off
	checkbox_51rmpr: Off
	checkbox_52zuug: Off
	checkbox_53jodd: Off
	checkbox_54angc: Off
	text_55ziwu: 
	text_56hynn: 
	text_57aeux: 
	text_58tjrx: 
	text_59yzoc: 
	text_60mvxf: 
	text_61pird: 
	text_62eitb: 
	text_63ynai: 
	text_64lfsg: 
	text_66abax: 
	text_67brlg: 
	checkbox_69ulup: Off
	checkbox_70tmbk: Off
	checkbox_71ppzd: Off
	checkbox_72sltc: Off
	checkbox_73umxd: Off
	checkbox_74nuog: Off
	checkbox_75hndy: Off
	checkbox_77wtho: Off
	checkbox_78oqvk: Off
	checkbox_79gqrd: Off
	checkbox_80rtka: Off
	checkbox_81lxde: Off
	checkbox_82snrh: Off
	checkbox_85muuu: Off
	checkbox_86cuuo: Off
	checkbox_87shzd: Off
	checkbox_88hmbz: Off
	checkbox_89xdne: Off
	checkbox_90lgvt: Off
	text_91jujf: 
	text_92wxbu: 
	text_93ewju: 
	text_94trjx: 
	text_95gjus: 
	text_96pgbs: 
	text_97pvwb: 
	text_98zzqf: 
	text_99zwmf: 
	text_100fmem: 
	text_101wdrk: 
	text_102wqfv: 
	text_103hseo: 
	text_104wofv: 
	text_105eavm: 
	text_106ipst: 
	text_107nspf: 
	text_108egrm: 
	text_109nmee: 
	text_110kqtr: 
	text_111jsrn: 
	text_112ukiy: 
	text_113sgwp: 
	text_114gfoz: 
	text_115xtks: 
	text_116msll: 
	text_117eicz: 
	text_118lobz: 
	text_119khey: 
	text_120vnze: 
	text_121cxht: 
	text_122coyh: 
	text_123krqa: 
	text_124mten: 
	text_125orvr: 
	text_126rnm: 
	text_127ntyw: 
	text_128sdi: 
	text_129wpte: 
	text_130bgtb: 
	text_131saqo: 
	text_132wtap: 
	text_133xmxr: 
	text_134qban: 
	text_135anot: 
	text_136ieis: 
	checkbox_137qmxy: Off
	checkbox_138ptnd: Off
	text_139zhsy: 
	text_140able: 
	text_141xjml: 
	text_142rnzb: 
	text_143hrli: 


