
Please complete the form below and submit to info@medirent.com.au

Prescriber Name

Prescriber Email

Signature Prescriber Phone

Provider Number

Full Name

Address

Town/City State Post Code

DOB

Phone Number Email

1. Patient Details

PH: 1300 726 666

Cryon-X Referral and Claims Form

Medi-Rent Pty Limited  
ABN: 46 308 109 057
info@medirent.com.au

Unit 3, 8 Emplacement Crescent
Hamilton Hill WA 6163
AU Phone 1300 726 666

Unit 1, 61 Beauchamp Rd	
Matraville NSW 2036
medirent.com.au

4. jUSTIFICATION and 
Prescriber Details

Must be completed 
for DVA, Work Cover 
and private insurance 
claims.

The  Cryon-X will be beneficial to the treatment/management of:

Post-operative swelling Return to pre-
operative ROM

Faster return to pre-surgical activity/work

Post-operative pain

Chronic pain

 2 weeks rental of Cryon-X device and garment $350

4  weeks rental of Cryon-X device and garment $550

8 weeks rental of Cryon-X device and garment $950

© 2026

Workcover

Invoice Email

ProviderClaim no.

DVA White GoldFile no.

2. Billing Information
Who is paying?

Patient Funded

Surgery date3. ORDER DETAILS Required delivery date

Surgery / Injury

*charges may apply

Deliver to:

Hospital

Patient Address

Overnight surgery

Hospital

Day surgery

PrivatePublicGarment (Tick one only):

Knee 

Leg

Shoulder (L)

Lumbar

Hip  (L)

Ankle

Hip (R) Shoulder (R) Recommended Prescription

Largest thigh circ. 70cm 
Largest calf circ. 54cm

Largest thigh circ. 82cm 
Largest calf circ. 52cm

{{
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