
 

 

 
 

DESKTOP MODEL Request Form 
 

 
 

Health care providers who have completed the Clinical Training Program for NEXPLANON® 
(etonogestrel implant) 68 mg Radiopaque may use this form to order additional desktop models. 
These models do not include a product name. 

To complete your request, please fill in the information requested below and send the completed 
form, including your signature, to one of the following: 
Fax: (609) 222-6480 or  
Email: NexModel@Organon.com 
Customers may order up to 5 desktop models using this form.   

Please provide me with the following quantity of desktop models _____. 
 
If you have a request for a quantity greater than 5, please provide reason(s) below and your request 
may be considered for an exception: 
___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________ 

Name of trained clinician requestor (please print): __________________________________________ 

Professional Designation: Please circle  MD  DO  NP  PA  CNM   State License #: _________________ 
 
Ship to the following address: 
Attn: _____________________________________________________________________________ 
Address Line 1: ____________________________________________________________________ 
Address Line 2: ____________________________________________________________________ 
City/State/ZIP: _____________________________________________________________________ 
Phone:  ___________________________________ 
 
Licensed Practitioner Signature:  __________________________________  Date: ________________ 
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