FABRICATION
NETWORK

¥ Hanger ‘

AmpuShield® Custom to Measure
Transhumeral Limb Protector

WORK ORDER #:
(LAB USE ONLY)

PCC #:

BILL TO:

ADDRESS:

SHIP TO: [ SAME AS BILLING

ADDRESS:

SHIPPING: [ GROUND (FXGD) [J STANDARD 2 DAY (FX2D)
OVERNIGHT: [ PRIORITY (FX1D) [ 1st OVERNIGHT (FX1A)

O OTHER:

CLINICIAN:

CELL #:

PATIENT ID:

HEIGHT: WEIGHT: AGE:
[0 MALE [0 FEMALE

O LEFT O RIGHT [ BILATERAL

NG ENCOUNTER #:

MEASUREMENT DATE:
IN-OFFICE REQUEST DATE & TIME:

Click here to email form > HFN_Arizona@Hanger.com CUSTOMER SERVICE PHONE: 480-894-1755

SMALL (F5784) Length Adjustment 12-14.5" (30.5-37 cm)

Level

Circumference

Measurements

Prox 8.5" (21.5 cm)

9.75-12" (2 5—39?&%\e

Mid 6" (15 cm) Ng“. AY8 cm)

ana’

Distal 3" (7.5 cm)

8.5-10.5" (21.5-26.5 cm)

# of units ordered:

SIZING SPECIFICATIONS IN [E] CM
Measure circumference from distal to proximal

Proximal <[ B S — "
--------------------- z (23 cm)
MEDIUM (F5785) Length Adjustment 13.25-15.75" (34-40 cm) i
Level Circumference Measurements §
Prox 9" (23 cm) 10.5-13" (26.5-33 cm) _
Mid 6" (15 cm) 9.5-12" (24-30.5 cm) Mid <~ - 6"
----------------- > (5cm)
Distal 3" (7.5 cm) | 9.5-11" (24-28 cm) :
# of units ordered: E
LARGE (F5786) Length Adjustment 14-17" (35.5-43 cm) §
Level Circumference Measurements Distal <7, > =3
------------ - (75cm)
Prox 10" (25.5 cm) | 13-15" (33-38 cm) :
Mid 7" (18 cm) 11-13.5" (28-34.5 cm) §
Distal 4" (10 cm) 10-12.75" (25.5-32.5 cm) _5
# of units ordered: Distal End ‘ — " o
Pad Sections el - e
OPTIONS
Suspension Belt | Qty: ¢ Adjust to patient's length with distal pad as needed.
Extra End Pad Set (2-1" Pad Set) | Qty: * Device will be shipped Yvi.th 2" distal end pad
that is split in half.
TURNAROUND TIMES

To review current projected turnaround times for fabrication sites visit the Daily HFN Capacity Webpage.
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