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GRADUATED COMPRESSION THERAPY 

Indications: 

[   ]  Venous          [   ]  Mixed          [   ]  Lymphoedema          [   ]  Anti-embolic         Other: ___________________ 

Application Site [   ]     Left Leg                                [   ]     Right Leg                              

Ankle Brachial Pressure Index (ABPI)  Result: Result: 

Date: Date: 

Other investigations conducted    

  

 

 

Level of Graduated Compression  

Therapy  

[   ]  Class I (18-22 mmHg)           [   ]  Class I (18-22 mmHg)          

[   ]  Class II (20-30mm Hg)          [   ]  Class II (20-30mm Hg)        

[   ]  Class III (30-40mmHg)        [   ]  Class III (30-40mmHg)       

[   ]  Class IV (40-50mmHg)          [   ]  Class IV (40-50mmHg)         

[   ]  Anti-embolic stocking             [   ]  Anti-embolic stocking          

[   ]  Graduated shaped tubigrip    [   ]  Graduated shaped tubigrip   

[   ]  2 layer long stretch bandage  

(eg. Surepress)                      

[   ]  2 layer long stretch bandage  

(eg. Surepress)                     

[   ]  2 layer short stretch bandage  

(eg.Lastolan, Comprilan)       

[   ]  2 layer short stretch bandage  

(eg.Lastolan, Comprilan)      

[   ]  2 layer (eg. Proguide)            [   ]  2 layer (eg. Proguide)           

[   ]  4 layer (eg. Veno4/Profore)   [   ]  4 layer (eg. Veno4/Profore)  

[   ]  Lymphoedema bandaging     [   ]  Lymphoedema bandaging    

[   ]  Stocking/Garment                  [   ]  Stocking/Garment                 

Other Sites (eg lymphoedema of arm - post surgical/oncological): ______________________________________ 

__________________________________________________________________________________________ 

Name of Vascular Specialist: ___________________________________ Telephone: ______________________ 

AUTHORISING CLINICIAN (Medical Officer/General Practitioner)  

Name:________________________________________ Signature_____________________________________ 

Designation: ___________________________________ Date: ______________ Telephone: _______________ 

 

 

 

 

 

Type of Graduated Compression  

Therapy  


