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              Defender II Order Form
BILLING INFORMATION                                                                 SHIPPING INFORMATION    (Same as Billing Information
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The Defender II cushion system includes a customized cushion

with cover, manually operated controller with cover, built-in

inflation pump and pressure gauge, and a one-year limited warranty.
( Cushion Size (Circle One)
   (15”x15”) (16”x16”) (16”x18”)
   (18”x17”) (18”x18”) (18”x20”) (20”x20”)
   All cushion dimensions are width x depth.
   or ______wide x _____deep 

   For cushion sizes larger than 22w or 22d a $250 fee applies.
OPTIONAL ACCESSORIES (Additional fees apply)
( Cushion includes one 4-way stretch breathable cover. Indicate if you would like any additional covers.
   4-Way Stretch Breathable Cover ____________(Extra)      Incontinence Cover _____________(Extra)
CLIENT INFORMATION   This information is necessary to design a system specifically for your needs.
   1. Client Name_______________________________________           Date of Birth ______/______/______     

   2. Client Weight _________lbs.  Client Height _____’_____” Diagnosis _______________________________________________
   3. Do you have any pressure sores now? Yes (  No (     If yes, please complete the following.


       



Sore #1: Location_________________________________________________  Size________________  Stage__________


Sore #2: Location_________________________________________________  Size________________  Stage__________


Sore #3: Location_________________________________________________  Size________________  Stage__________

   4. Have you had recent flap surgery or is flap surgery scheduled for the near future?    Yes (  No (    Date______/______/______
   5. Do you have a severe lean to one side or the other?  If yes, which side is getting more pressure?  ______________________
   6. Do you have prominent ischial bones? Yes (  No (

   7. Does your wheelchair chair tilt? Yes (  No (
       If yes, what percentage of the time spent in your wheelchair are you in a tilt position? ________
   8. Will the cushion be placed directly on a metal seat pan? Yes (  No (                        
   9. Do you have sensation in the posterior area? Full (  Some (  None (
  10. Are you a sacral sitter? Yes (  No (
Additional notes about condition or sore history: ___________________________________________________________________
____________________________________________________________________________________________________________
Tissue health is the responsibility of each individual.  It is also up to each individual to inspect their skin at least daily to look for any signs of redness of the skin or changes in existing sores.   
Signature ________________________________________________________________                Date ______________________ 
                                                           Signature Required for Order Verification                                                                                                                      Rev 9/28/10

Detailed Measurements for Custom Fabricating Defender II Cushion System

Current Cushion Data

1. Cushion size ______ wide (inches)  x  _______deep  (inches)

2. Chair seating area measured from between arm rests (width) and front to back (depth) of seat pan ______ wide (inches) x _____ deep (inches)

Patient Physical Data (Use the diagram below if you wish)
1. Width of posterior measured while sitting _____ wide (inches). Measure straight across. (Measure A to B, see diagram below.)

2. Length from sacrum to front edge of seat when seated _______ inches. (Measure C to D, see diagram below.)



Sore location and information 

Mark the sore locations (A, B etc) on the diagram and indicate 
the stage and size of each sore
Sore A
Stage
______
size
(cm)
____________
Sore B
Stage
______
size
(cm)
____________
Sore C
Stage
______
size
(cm)
____________
Sore D
Stage
______
size
(cm) ____________
If you have had a recent flap surgery, mark the location with an F.
If you have areas of sensitivity, mark the location with an S.
3827 CREEKSIDE LANE


HOLMEN, WISCONSIN 54636


TELEPHONE: 608-782-0031


FAX: 608-782-0488


EMAIL: aquila@aquilacorp.com


www.aquilacorp.com
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_________________________________________________Bill to Name


_________________________________________________Street Address 


_________________________________________________City, State, Zip


_______________________      _______________________


Telephone                                      Fax


_________________________________________________Email 








_________________________________________________Ship to Name


_________________________________________________Street Address 


_________________________________________________City, State, Zip 


_________________________________________________


Telephone





 PAYMENT INFORMATION





We accept        ( VISA   ( MasterCard   ( Discover        


Number _______ - _______ - _______ - _______


Expiration Date ______/______


Name on card _______________________________


Billing Address for Card ________________________


Billing Zip __________           3-digit sec. code ______











Any information provided to


Aquila Corporation


will be kept confidential.
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