PATIENT PD EQUIPMENT REQUEST YWantive

HomeCare | T 1800 920133 - AU | T 0800 436 770 - NZ | E ANZ.Homecare@vantive.com

NEW PATIENT ORDER DELIVERY TIMEFRAME:
METROPOLITAN 3 days set up + 3 days delivery
REGIONAL 3 days set up + 5 days delivery

E-mail equipment requests to Vantive HomeCare:
ANZ.Homecare@vantive.com

Equipment reguired Item number Description Serial number
(Select required)
] 5C6M10 Homechoice Claria APD cycler
|:| 5H32409 4G cellular modem
] 5H33103 4G modem power supply
] 1510WTPV2 CAPD bag warmer
PATIENT AT HOME GUIDE

A Homechoice Claria Patient at Home Guide will be delivered to all new APD patients. Other patients may contact HomeCare and request a guide

to be sent to them.

PATIENT DETAILS

First name

New to APD: [ | (answer only if appropriate for your patient)

Address for delivery

Delivery date required

DD /MM /YY

Signature of customer representative

First name Surname

Position

Full name of hospital or clinic

Terms and Conditions

Surname

Contact number

Date

DD /MM /YY

The Customer, by its authorised representative, requests (as relevant) Vantive Pty Ltd or Vantive Limited (each “Vantive") that Equipment requested above for use by the
Patient subject to and in accordance with the Equipment loan terms and conditions accessible electronically on Vantive's web site at https://pro.vantive.com.au/forms-
documents accessing the terms and conditions available under the “Equipment loan form” section.

Your provision of this Request constitutes acceptance of those terms and conditions by the Customer. If the Customer has a separate Supply or Service Agreement signed
by Vantive and currently governing these arrangements, the terms and conditions contained in that other agreement applicable to the supply of this Equipment will prevail

to the extent of any inconsistency.
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Vantive Use Only [ ] Patient status verified
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