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STERNUM/RIB PATIENT SPECIFIC IMPLANT ORDER & DESIGN FORM 
1. SURGEON DETAILS
Surgeon 
Name: Specialty: 

Surgeon 
Address: 

Phone No. Email: 

2. PRODUCT DETAILS

Please clearly define the margins of the desired resection on 
the image below.  

Right  Left 

Clinical 
Details: 

Provided:  Implant Trial 

Options: 
(Additional 

Cost) 

 BioModel Replica 

 Bone Resection 
Template 

Material: 
(Costs vary 
significantly) 

 StarPore 

 Titanium 

 Titanium/StarPore 

3. SURGERY DETAILS

Surgery Date Required Date 

Delivery 
Address 

Receiver’s 
Name 

4. PATIENT DETAILS

Patient Name 

Date of Birth Sex  Male  Female 

5. BILLING DETAILS

Invoice who?  Hospital  Patient  Insurance Co.  Other (Please specify) 

Details 

6. RADIOLOGY

CT scan done?  Yes  No If No, when & where? 

7. CONTACT DETAILS

Ordered by 
(Print) 

Email 
address 

Mail with CT scan on disc to the address below or fax this form to: +613 9529 8099 
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