@ airLiquide NIGHT SHIFT™
HEALTHCARE POSITIONAL THERAPY
DEVICE ORDER FORM

Patient's name: Address:

Date of birth:

Diagnosis: Eircode:

Next of kin: Email address:

NOK telephone number: Private patient? Yes[] No[J

Patient’s telephone number(s): Medical card number: | Expiry Date:

Optional features
Trial mode: Yes[] No[]

First night is set to ‘Therapy-Off’ to obtain a baseline measure of sleep quality.
It automatically switches to permanently provide Therapy-On’, while saving the first night baselinefor comparision.

Additional details/comments

Prescriber details

Print name: Hospital:

Signed: Ward & room number:
Position: Bleep number:

Contact telephone number & email (should we need to contact you to clarify settings):

All patients: Please fax a copy of this order to Air Liquide Healthcare.
Medical card patients: Please also fax a copy of this to the relevant PCCC/Trust.

Air Liquide Healthcare, Stratus House, Unit 1, IDA College Park, Blanchardstown Road North, Blanchardstown, D15 PECA4.
Tel: +353 (0)1809 1800, Freephone: 1800 240202 (ROl only), Freephone: 0800 3285875 (NI), Fax: +353 (0)1829 3966.
Email: healthie@airliquide.ie www.airliquidehealthcare.ie ALHC/IE - AUG 2022



