
McManus Health Systems, LLC. 
® 

Your Authorized Alpha-Stim Distributor 
McManus Health Systems, LLC 
76 Allen Lakeshore Drive
Santa Rosa Beach, FL 32459
Tel: 1-800-939-8904
Fax: 1-800-939-8907
info@stimtherapy.com 
www.StimTherapy.com 

ORDER FOR USE 
® FOR ALPHA-STIM PURCHASE OR RENTAL 

Please fax completed form to: 

1-800-939-8907 

or mail to: 
McManus Health Systems, LLC 

76 Allen Lakeshore Drive
Santa Rosa Beach, FL 32459 

To Whom It May Concern: 
® I am ordering the purchase of an Alpha-Stim prescription electromedical device complete with accessories for the named patient 

below to use at home as a conservative method of treating pain, anxiety, depression and or insomnia. This technology has a 27
year history and is supported by successful outcomes documented by numerous clinical trials (see abstracts and PDFs of 
research articles at www.StimTherapy.com). 

Name___________________________________________ 

Address_________________________________________ 

City________________________State______Zip________ 

Day Phone (_____)_________________________ 

Home Phone (_____)_______________________ 

Fax (_____)_______________________________ 

Email_________________________________

 

® I am ordering the following Alpha-Stim device for my patient: 
(Check one): 

® •  Alpha-Stim 100 (combined microcurrent and cranial electrotherapy 
stimulator for the treatment of pain, anxiety, depression, and or insomnia) 
[FDA 510(K) regulation No.903014 and 89648] Purchase price: $895 

® •  Alpha-Stim SCS (cranial electrotherapy stimulator for the treatment of 
anxiety, depression, and or insomnia) 
[FDA 510(K) regulation No.903014] Purchase price: $495 

 

please contact us for rent-to-own options 

please contact us for rent-to-own options

Practitioner's Name____________________________________

Degree__________________ 

License No._________________Specialty__________________
 
Office/Clinic__________________________________________ 

Street Address________________________________________ 

City________________________State______Zip____________
 
Office Phone (____)_______________________ 

Fax (____)______________ Email_________________________
 
Patient's Diagnosis: 
ICD9/DSM-IV Code No._________________________________ 

Dispense as ordered below______________________________ 

Licensed Practitioner's Signature _________________________

Date of Order___________________________ 

Patient's Contact Information: 
A licensed healthcare practitioner must complete 

this section or attach an Rx (US orders only): 
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