
 
Date: __/__/____ 

Patient: 

To Whom It May Concern: 

___________________ is a patient that requires frequent administration of therapies which necessitate 

infusions and or require the use of various access devices. For the safety of the patient and the 

reduction of dislodgement and contamination this patient requires Ben Guard Pediatric Medical 

Wearables.  

If you require more information or have any questions, please contact:  

___________________ 

___________________ 

___________________ 

 

 

Sincerely, 


