
Compression Order Form

Patient Name: ____________________________________  Gender:    M   or   F 

Patient Address: __________________________________  D.O.B:  ________________________

Patient Phone: ___________________________________   Diagnosis: ______________________ 

Provider Name: ____________________________ Provider’s NPI #: ___________________ 

Provider Signature:__________________________ Date: _____________ 

Elastic Compression: 

1. Length: Calf/Knee Thigh Pantyhose Quantity: ________ 

2. Compression level (see chart below): 15-20mmHg 20-30mmHg 30-40mmHg

Circaid/Velcro Wrap: 

1. Length: Calf Thigh   Full Leg 

2. Circaid style: Juxtalite Juxtafit Essentials Juxtafit Premium Reduction Kit       Custom 

Please Fax order with Patient’s Insurance information to Advanced Medical Solution at 720-920-4039. 

Or the patient can bring this script to our Retail Location at 230 W. 6th Ave. Denver, CO. 80204 

Questions? Call Advanced Medical Solutions at: 720-920-4038  We participate and bill most Insurances.

Quantity: ________ 

720-920-4038  option1    FAX TO: 720-920-4039

Bring this RX in for 15% off any cash-pay compression socks!




