
 

UV PHOTOTHERAPY PRODUCTS 
ORDER FORM 

SHIP TO: (Please Print Clearly) 

Name:  __________________________________________ 

Addr1:  __________________________________________ 

Addr2:  __________________________________________ 

City: ______________________ State: ___ Zip: _______ 

Phone: (___) - __________ Fax: (___) - __________ 

EMAIL Address ___________________________________ 

Please Mail or Fax Order To: 
AMJO Corp 

PO Box 8304 
West Chester, Ohio, 45069 

Tel: 513-942-2770 
Fax: 513-942-2771 

USA-Toll-Free 
1-877-BUY-AMJO 

1-877-289-2656 

CONDITIONS OF SALE 
1. UVB Phototherapy Products are medical devices available only with the approval of a physician, and to be used only in connection with physician care.  

2. The UV Blocking Protective Eyewear must be worn at all times while the Lamp is in operation. Any person other than the patient who is in the room 

when the Lamp is in use, whether health care professional or family member, must wear Protective Eyewear. The Eyewear is good for an unlimited 

number of uses, so long as it is not subjected to strong solvents or other chemicals. Clean only with mild soap and water.  

3. To prevent cross-contamination, UV Protective Eyewear should never be shared with others. 

4. If the Phototherapy Product is ever sold, given or loaned to another person, such usage must be only with the approval of a physician, and the Lamp 

used only by a person who is under direct physician care. 

5. AMJO Corp bears no responsibility for the misuse of UVB Phototherapy products, nor for any adverse side effects resulting from its use. 

 

PHYSICIAN’S APPROVAL 
I have authorized the purchase of a  
[__] UVA [__] UVB Wide/Broad Band or   
[__] UVB Narrow Band 
Phototherapy Lamp as set forth herein, by 
my patient whose name is: 
 

____________________________ 
Patient’s Name 

 
This patient knows that this product is to be 
used in conjunction with regular 
consultations with and examinations by me. 

 
 
Physician’s Signature: ___________________________ 
 
Dated:   ___________________________ 
 
Physician’s Name: ___________________________MD 
 
 Address: ___________________________ 
 
City: __________________  State: ____   Zip: _________ 
 
Phone: (_____) - _________________________ 

METHOD OF PAYMENT 
Payment in FULL is required with order. 
(Physician’s approval must be signed below, 
or a separate prescription enclosed) 
 
Name on card: ________________________________ 
Credit Card:  Visa [__] Master [__]  Amex [__] Discover [__] 
 
Card Number:  _______________________________ 
 
Expiry Date: _____________________ 
 
Cardholder’s Signature: __________________________ 

NOTE: -- UV BLOCKING EYEWEAR MUST BE WORN BY ALL PEOPLE IN THE ROOM WHILE THE UNIT IS ON! 

 
Qty 

 
Item 

$US Unit
Price  

 
Total 

  

 

Subtotal: 

Ohio Residents State Tax (6.5%): 

TOTAL PURCHASE: 

 

 

 


