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CONFORMI!

Implant Request Form
PLEASE PRINT OR TYPE ALL ENTRIES. ALL FIELDS MUST BE COMPLETED TO INITIATE A REQUEST.

Patient Name:

First Last

Patient Date of Birth: [Check month below, then enter day and year]

Month: Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Day: Year:
Male Female

Surgery Scheduled? Yes No

Month: Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Day: Year:

Clinical Study Patient? Yes No

Anticipated Hospital or ASC:

Ship-to Address:

City: State: Country:
Im ag I n g Sc h ed u | ed ? Yes No (Please note that manufacturing of the implant cannot occur until ConforMIS Protocol scan has been received)
Month: Jan Feb Mar Apr - May Jun Jul Aug Sep Oct Nov Dec Day: Year:

Imaging Center:

Surgeon Name:

First Last
Phone: Email:
Surgeon Admin: Phone:
Fax: Email:

IMPORTANT: Please inform ConforMIS immediately of changes in patient status, surgery date, or venue.
Call 781-345-9001 Option # 3 or email Customer-Service@ConforMIS.com

Step 1: Select Knee Implant Step 2: Select Implant Configuration Step 3: Select Polyethylene Insert
I | iTotal® PS (tricompartmental) Knee (check one): Polyethylene Insert Type:
; iPol
D iTotal® CR (tricompartmental) Left Right (Gugﬁzo)
D iUni® (unicompartmental) Compartment (iUni and iDuo only):
iPoly® XE (iTotal CR and PS
D iDuo® (bicompartmental) Medial Lateral only) (highly crosslinked vitamin-e infused
UHMWPE)

Please note iPolyXE option has an additional charge and ensure pricing or contract agreements have been updated prior to selecting

Surgeon’s Signature,

Please complete and fax to 1-781-345-0104.
Surgical plans will be available on Orders.Conformis two weeks prior to the completion of the implant.
Orders may also be submitted through our online ordering site, http://orders.conformis.com. To create a hew ordering
account and for questions please call 1-781-345-9001, option #3.
Thank you for your request.
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