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'mE ustom Measurement Form
HOME MEDICAL SUPPLY
Date
Name (Patient) Age
Contact Name
Contact Phone Contact Email
Measurement Key
Length= I:]
Circumference = O
ALL MEASUREMENT FIELDS ARE REQUIRED
Instructions
-Measure in centimeters.
-All boxes must be filled in.
Ear to Ear Front of Head to Occiput
Over Top of Head Over Top of Head
cm i - cm
LineA-B LineC-D
I *Ear to ear
under the chin, .

at bottom of
the ear lobe

Circumference
of the head at
the widest part

-

* Options: Please fill out this additional measurement if you want a chin strap on your Cap.

Quantity

Options Additional Comments

Color OBLACK OROYALBLUE OWHITE
chinstrap  ()VES Ono

Please include a copy of the order form along with your custom measurement form.
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