Quantum® Rehab
401 York Ave., Duryea, PA 18642
Phone: 866-800-2002 | Fax: 866-707-3422 | Email: quantumorders@pridemobility.com

TRU-Comfort 2 Seat Cushion Order Form

Account Number: Date:

QUANTUM®

Provider Name:

Contact:

Phone: Fax:

Email:

PO Number:

Marked for: HCPCS codes provided should not be considered as legal advice and do
Ship to Adcress: Sl G e ity
City: State: Zip: All prices are on-chair MSRP. Prices, specifications, part numbers, and

availability are subject to change without notice.

TRU-COMFORT 2 SEAT CUSHION

Weight capacity is 450 Ibs.

Qty Size Part HCPCS Code  MSRP  Qty Size Part HCPCS Code  MSRP
—_ 16"Wx 14D CUS120003 E2603 $400 ___ 20"W x 16"D CUS120011 E2603 $400
—_16"Wx 16"D CUS120004 E2603 $400 ___ 20"W x 18"D CUS120012 E2603 $400
—_ 16"Wx 18"D CUS120005 E2603 $400 ___ 20"W x 20"D CUS120013 E2603 $400
— 16"Wx 20"D CUS120006 E2603 $400 ___ 20"W x 24"D CUS120015 E2603 $400
—_ 18"Wx 16"D CUS120007 E2603 $400 ___ 22"Wx 18D CUS120017 E2604 $500
— 18"Wx 18"D CUS120008 E2603 $400 ___ 22"W x 20"D CUS120018 E2604 $500
—__ 18"Wx 20"D CUS120009 E2603 $400 ___ 22"Wx 22"D CUS120019 E2604 $500
—_ 18"Wx 22D CUS120010 E2603 $400 ___ 22"W x 24"D CUS120020 E2604 $500
h

Available as an additional cover option for both TRU-Comfort seat cushion styles. Only available in sizes listed.

Qty Size Part MSRP
__ 16"W x 16"D CUS133843 $100
—_ 18"Wx 18"D CUS133848 $100
___ 20"Wx 20"D CUS133849 $100
\§ Sport Cushion Cover

SPECIAL ORDER SEAT CUSHION

Please detail your custom cushion request. All custom cushion request must be approved with the Quantum Custom Department. Please con-
tact Quantum Inside Sales or Custom Department with questions.

Qty Item Part HCPCS Code  MSRP Details

)

— Custom Size CUSCUST1010  E2603/E2604  $580

©2016 Quantum Rehab - A Pride Mobility Products Corporation company. All rights reserved.
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