eyedeal

CUSTOM RX ORDER FORM

UPON COMPLETION, PLEASE FAX TO (800) 422-2903.

PLEASE COMPLETE THE FOLLOWING INFORMATION: (PLEASE PRINT CLEARLY) SUBMIT ONE FORM PER DOCTOR.

Name: Phone Number:

Address: Fax Number:

City: State: Zip:

License No.: Email:

SELECT A FORM
(d PF921940 CORP 4 PF921940

«  Cecilia T. Cook, O.D. * Therapeutic Optometrist Aileen LaMela, O.D.
5767 Fairmont Pkwy., Pasadena, TX 77505 : 4980 E. Silver Springs Blvd.
Telephone: 281-991-1166 * Fax: 281-998-9991 Ocala, FL 34470
Lic.# TX 6833T Telephone: 352-861-4544 » Fax: 352-236-2378
Lic.# FL OPC 002296
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ADDITIONAL RECOMMENDATIONS/REMARKS:

os

(1 NUMBER OF BOXES
' SUGGEST NON-PRESCRIPTION SUNGLASSES WITH CONTACT LENSES YOUR NEXT APPOINTMENT

op.  |ISAT
PF921940 Rev.12/08  White copy - Patient  Yellow copy - Dispenser  Pink copy - Doctor ONn_

To reorder, please fax a copy of this form, along with your credit card number, name on the card,

To re-order, please fax a copy of this form, along with your credit card number, name on the card,
expiration date and card type to 1-800-422-2903 o call 1-800-422-2898
expiration date and card type, to 1-800-422-2903, or call 1-800-422-2898 to request an order form.

oD.
PF921940 White copy - Patient  Yellow copy - Dispenser Pink copy - Doctor
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Please indicate method of payment:

| am a subleased or independent doctor and will pay via: [ MasterCard [ Visa [ American Express

Credit Card #: Exp. Date:

Name on Card: Signature:

More forms available at WWW .GREATEYEDEAL.COM





