
Small Medium Large X Large XX Large

B: Calf 32 - 38 34 - 40 36 - 42 38 - 45 40.5 - 50

C: Ankle 19 - 25.5 21 - 27.5 23 - 29.5 25 - 31.5 26.5 - 34

Measurements in cm

Leg Length (L)

Short 34 - 38

Regular 38 - 42

Long 42 - 46

Altipress 40® Hosiery Kit  (1x Class III Soft Beige Stocking and 2 x Liners)

Kit Length Small  
(PIP Code)

Qty Medium 
(PIP Code)

Qty Large  
(PIP Code)

Qty X Large 
(PIP Code)

Qty XX Large 
(PIP Code)

Qty

Altipress 40® Hosiery Kit Short 337-1325  337-1333  337-1341 337-1358 337-1366

Altipress 40® Hosiery Kit Regular 337-1374 337-1382 337-1390 337-1408 337-1416

Altipress 40® Hosiery Kit Long 337-1424 337-1432 337-1440 337-1457 337-1465

Kit Length Small  
(PIP Code)

Qty Medium 
(PIP Code)

Qty Large  
(PIP Code)

Qty X Large 
(PIP Code)

Qty XX Large 
(PIP Code)

Qty

White

Altipress® Liner Pack Short 337-1473 337-1481 337-1499 337-1507 337-1515

Altipress® Liner Pack Regular 337-1523 337-1531 337-1549 337-1556 337-1564

Altipress® Liner Pack Long 337-1572 337-1580 337-1598 337-1606 337-1614

Soft Beige

Altipress® Liner Pack Short 341-8506 341-8696 341-8688 341-8670 341-8613

Altipress® Liner Pack Regular 341-8662 341-8654 341-8647 341-8621 341-8605

Altipress® Liner Pack Long 341-8598 341-8563 341-8530 341-8522 341-5414

Altipress® Liner Pack  (3 Liners)

For additional forms visit www.altimed.co.uk, email enquiries@altimed.co.uk  
or phone 01509 501720
AltiMed Ltd, an Urgo Medical company. Sullington Road, Shepshed, Loughborough LE12 9JG

Measurements should be taken with the person seated, and feet 
flat on the floor. If the person has a swollen leg, measurements 
should be taken first thing in the morning. 1

Fax your order to 01509 501721 or email to enquiries@altimed.co.uk

It is essential that all sections are completed fully; otherwise your order cannot be processed

Venous Ulcer Compression System   AVAILABLE on drug tariff FP10/GP10

pharmacy/hospital to complete

Order Date:_____________Order No:______________

Name and Address of Pharmacy/Hospital:_________

____________________________________________

____________________________________________

______________________Postcode:______________

Telephone No:_________________________________

Invoice to:	 Wholesaler	 Buying Group

Name of Wholesaler/Buying Group:_______________

____________________________________________

____________________________________________

Account Number:______________________________

Patient’s Name:_ ______________________________

Measuring Guide

B

C

L

References: 1 NICE Clinical Knowledge Summaries


