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CONTACT LENSE ORDER FORM LB LS HD \V/IN
Patient Name: ID#: DATE:
Lab: Confirmation #: Backordered: Yes Il  No H
CL ORDER
Ordered By:
RIGHT LEFT
BRAND:
MANUFACTURER:
B.C. / DIAM:
POWER:
# of BOXES:

# of LENSES per box:

Trials Only Ship to office Disp. From stock Ship to pt

PATIENT MAILING INFORMATION:

Name: Phone:

Address:

City: State: Zip:

BILLING INFORMATION:

Shipping Costs: $10.00 (standard) $20.00 (Sat/Overnight /2 Day ) N/C Annual Supply
Lens Price: Per Box / Per Lens: oD 0S

TOTAL AMOUNT DUE (including shipping): $ Paid: Yes H No
CCi#: CCVi: Exp:

Patient signature: Vsp / Eyemed / Spectera Authi#:

Allowance Amount: $ Total Patient owes after Allowance: $

For more information contact us at contactlens@atlanticeye.com
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