
Purchase $3,850.00 (inc gst)

Rental $330.00 (inc gst)
FIRST

MONTH

$275.00 (inc gst)
FOLLOWING

MONTH/S

How does the Melmak ultrasound device work?
The Melmak device delivers low intensity, high frequency, 
pulsed ultrasound to the fracture site resulting in increased 
intracellular activity and synthesis of key proteins to                                                                                                       
facilitate the natural bone healing process.

How long does a Melmak treatment last?
Melmak treatment should start as soon as possible. It is 
applied 20 minutes per day. Treatment may last from a 
month or in some cases several months.

Which patients are suitable for Melmak LIPUS Therapy?
The Melmak therapy is suitable for all fracture patients 
who wish to get fit faster and for aftercare following                                
operations. There are no known contraindications for the 
use of the Melmak device.
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Accelerated healing at every stage
 > fresh fractures
 > delayed unions
 > non-unions

Clinically proven

Convenient 20 min/day treatment

Simple and easy to use

Safe and effective
 > Painless & non-invasive
 > No side effects

Accelerated fresh fracture healing by 38%Accelerated fresh fracture healing by 38%
(Heckman et al 1994, Kristiansen et al 1997)(Heckman et al 1994, Kristiansen et al 1997)

86% healing rate of non-unions86% healing rate of non-unions
(Mayr et al 2002)(Mayr et al 2002)
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RehaCare Pty Ltd 
ABN 61 168 379 6914
7c/256 New Line Road, Dural NSW 2158
Tel: 1300 653 522   |  Fax: 1300 736 194
Email: sales@rehacare.com.au

Melmak Rental Form

Payment Options: (please complete)

Insurance / Workers CompensationCredit Card

Expiry Date: CCV:

Card Holder Name:

Card No:

Signature:

Insurer:

Claim No:

Case Manager:

Phone:

Email:

Rental Approved: YES (specify start date)

NO

Authorising person:

Position:

Signature:

Bank Transfer 

Please send payment confirmation / copy of receipt by email to 
Customer Service: sales@rehacare.com.au

Bank Details:  Commonwealth Bank of Australia
Account Name: RehaCare Pty Ltd
BSB: 062 223
Account No: 1118 0401

RehaCare Rental Program (please read the following conditions):
• The total rental fee will be charged on the first day of rental.
• To extend your rental period please notify Customer Service on 1300 653 522, one (1) week before your rental is due to expire.
• After your rental period, please contact Customer Service on 1300 653 522 to arrange return of the equipment back to us. The 

rental equipment must be sent back in its original packaging.
• Failure to return the equipment two (2) weeks after its rental period, will incur subsequent monthly rental charge until the                

equipment is returned back to us.
• If any equipment is damaged, lost or stolen, you are responsible for repair or replacement. Replacement cost will be charged at 

equipment replacement price.
• This is not a rent-to-buy contract.
• If there is a problem with the equipment, please contact Customer Service on 1300 653 522.

I have read and understood the above and agree to the conditions outlined.

Signature:Name: Date:

PRESCRIBED BY:

Signature:Name: Date:

Date:

Delivery Address:

Phone: Email:

Patient Name:

(        )

Name of Equipment Serial No. Monthly Rental SubTotal

Melmak LIPUS Device 1st Month Rental $330.00*

Melmak LIPUS Device Add-on Monthly Rental Specify #:                     (Add-on Months) $275.00*

Rental Deposit (refundable) $500.00*

Freight (return included) $50.00*

TOTAL 

*All charges are GST inclusive. Tax invoice will be sent by email.
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