
Email the completed form to: TheraSphereCustomerSupport@bsci.com 
Customer Service Telephone: 1-866-363-3330 (USA, Canada)

Site Name:

Location Identifier:

Planned Treatment Date:  

City:

Planned Treatment Time: 

Administration (Tubing) Sets: (multiples of 5)

Dose Vial(s):

Contact Name:

Email Address:

Purchase Order Number:

Telephone Number:

Treatment Reference:

THERASPHERE™    Y-90 Glass Microspheres   I   ORDER FORM

Please do not include patient-identifying information (e.g. patient name, date of birth)

Note. If email client does not launch once the above button is pressed,
please submit form manually using email at the top of this form.

If you have not received confirm tion of your order within 24 hours, please contact Customer Service.
For more information on ordering and dose vial selection, contact your Boston Scientific Sales Rep esentative.
To ensure vials are received 1-2 days before treatment, it is recommended orders be placed a minimum of 4 business days prior to treatment.
For shorter ordering times, please contact Customer Service for dose vial availability (open Monday-Friday 8am-8pm EST).

Dose #1 (GBq)
Calibration Date:

Sundays Only

Calibration Date:
Sundays Only

Calibration Date:
Sundays Only

Calibration Date:
Sundays Only

Calibration Date:
Sundays Only

Calibration Date:
Sundays Only

Dose #2 (GBq)

Dose #3 (GBq)

Dose #4 (GBq)

Dose #5 (GBq)

Dose #6 (GBq)

TheraSphere is a registered trademark of Theragenics Corporation used under license by Biocompatibles UK Ltd. All other trademarks are  property of their respective owners. 
©2021 Boston Scientific Corporation or its affiliates. All rights reserved.

To order product or for more information contact customer service at 1.866.363.3330.

Boston Scientific  I  Peripheral Interventions  I  300 Boston Scientific Way  I  Marlborough, MA 01752-1234  I  www.bostonscientific.com
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