
SHIP TO:

SURGERY TYPE:DATE OF 

SURGERY:

HOSPITAL:

DISTRIBUTOR:

REP PHONE:

REP EMAIL:

REP NAME:

BILL TO:

ADDRESS: ADDRESS:

CITY/STATE/ZIP: CITY/STATE/ZIP:

SURGEON:

PHONE/EMAIL:

AFFIX PATIENT LABEL HERE

RESTOCKS NEEDED      ☐ BILL ONLY      ☐

NURSE NAME (PRINTED): NURSE SIGNATURE:

REP NAME (PRINTED): REP SIGNATURE:

4766 Research Drive | San Antonio, TX 78240 | Toll Free: 1-833-MLX-2019 

Send all Charge Sheets and POs to orders@mlxortho.com or FAX to 833-659-2019

Metalogix Orthopedics, LLC

PO NUMBER:

QTY. PART DESCRIPTION PART # LOT # PRICE EXT PRICE

 GRAND TOTAL:

mailto:orders@mlxortho.com

