
PRODUCT REQUEST 
ORDER FORM 

Patient Name:____________________________________________________________ 

DOB:  ____________________ 

Therapist & Email: ______________________________________________________________________ 

Extremity:                Upper       Lower  BL             LT  RT 

Completed By:  ________________________         Date: ________________________           

2600 Philmont Avenue
Suite 109

Huntingdon Valley, PA 19006 
(T) 215-244-9130  (F) 215-244-9133

o Demographic sheet with full patient information
o Signed HIPAA and Financial Policy
o Copy of front & back of insurance card
o Signed Prescription (Insurance only)
o Aetna* Requires Signed Clinical's and Signed Script

Please send all garments to:

☐ Patient ☐ Therapist address

Order Information:    Please include compression, color, regular or long/tall and size 


