
AUTHORISATION 
FORM



ORDER FORM

www.byondhealthcare.com info@byondhealthcare.com

+27 83 784 2164

(Signature)        (Date)

Note: Medical devices are non-refundable
All prices exclude a nationwide shipping fee of R 150

-
Banking Details
-
Byond Healthcare Pty Ltd
FNB Cheque Account
Account No: 62892838940
Branch: 250655
-

Submit order to orders@byondhealthcare.com

*Denotes mandatory field

First name* Last name*

Phone number* Email*

I am a* Healthcare Provider 

Patient

Street address*

City*

Province*

Country*

QUANTITYPRODUCT NAME PAYMENT OPTION

gammaCore™ Sapphire SLC Device Kit (Starter) 93-Day    |    Option 1 – R 12 420 once-o! payment

gammaCore™ Sapphire SLC Device Kit (Starter) 93-Day    |    Option 2 – R 12 720: First payment R 5 550.00 + R 3 585 /month x 2

gammaCore™ Sapphire SLC Device Kit (Refill) 93-Day       |    Option 1 – R 12 420 once-o! payment

gammaCore™ Sapphire SLC Device Kit (Refill) 93-Day       |    Option 2 – R 12 720: First payment R 5 550.00 + R 3 585 /month x 2

gammaCore™ Sapphire D Device Kit 36 Month                   |     Option 1 – R 90 000 once-o! payment

gammaCore™ Sapphire D Device Kit 36 Month                   |     Option 2 – R 95 000: First payment R 46 250 + R 4 431.82/month x 11
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