AMPUSHIELD® CUSTOM TO MEASURE
TRANSRADIAL LIMB PROTECTOR

WORK ORDER #:
(LAB USE ONLY)

PCC #:

BILL TO:

ADDRESS:

SHIP TO: [J SAME AS BILLING

ADDRESS:

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

CLINICIAN:

CELL #:

PATIENT ID:

HEIGHT:
DIAGNOSIS:

WEIGHT: AGE:

AFFECTED SIDE (Check One):

O LEFT [ORIGHT or [JBILATERAL: SYMMETRICAL [J YES [JNO

NG ENCOUNTER #:

MEASUREMENT DATE:

[J OTHER: IN-OFFICE REQUEST DATE & TIME:
Click here to email form > HFN_Arizona@Hanger.com CUSTOMER SERVICE PHONE: 480-894-1755
SMALL SIZING SPECIFICATIONS IN [=] CM
Level Circumference Measurements Please include all measurements with the order.
Mid-Hum open cuff design‘ ‘e
Lateral Epi ‘ ﬁslza'\\ap‘
Mid-Amp 8.75"-6.75"
2" from Dis 8.25'-6.75" Mid-Humerus
I~ +4" (10 cm)
. L )
# of units ordered:| | S¥=eoo________o--- - above Lateral
Epicondyle
MEDIUM (F5788)
Level Circumference Measurements
Mid-Hum open cuff design
Lateral Epi 9-11" (23-28 cm)
. Lateral
Mid-Amp 8.75-11" (22-28 cm) Epicondyle
2" from Dis 8-9.25" (20.5-23.5 cm)
# of units ordered: R Mid-
Amputation
LARGE
Level Circumference Measurements
Mid-Hum open cuff design_ ¢ -, 2"(5cm)
.\ab‘e Eoi Latgrlal from Distal
L | Epi 1 picondyle
ateral Epi Wma‘ to Distal End
Mid-Ampn 12"10.5" Length
2" from Dis 11.25"-9.75"
# of units ordered: Distal End
Pad Sections ’
OPTIONS

Figure 9 Harness | Qty:

Extra End Pad Set (2-1" Pad Set) | Qty:

¢ Adjust to patient’s length with distal pad as needed.

¢ Device will be shipped with 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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https://fabnetwork.hanger.com/_layouts/15/WopiFrame.aspx?sourcedoc=/Daily%20Schedules/HFN_Daily_Schedule.pdf&action=default
mailto:HFN_Arizona%40Hanger.com?subject=AmpuShield%20Custom-Fit%20Transhumeral%20Order
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