PARAGONERT.

CORNEAL REFRACTIVE THERAPY

—— LENS ORDER FORM ——

Complete Form and
Fax to 480-926-7369

Your order will be verified with your
Paragon CRT-Authorized Laboratory
upon receipt.

3 pages including cover.



Paragon CRT® Diagnostic Dispensing System Lens Order Form

Fax to: 480-926-7369

5 To Order: Specify quantity in box next to desired parameters. Use for inventory replenishment ONLY.
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# of "Youth" Pt. Care Kits with this Order.

Note: For every two (2) full price lenses ordered, one (1) patient care kit will be sent.
An "Adult” kit will automatically be sent if a "Youth" kit is not specified.

Cert.# or Dr.# Order Date:
Practitioner Name: Lab Name:
Practitioner Phone#: Lab Account/Reference#:

(NCTOETRVECTNONNIE Order |D# Initials:

To order Patient Rx, Spare Lenses, Lenses not listed on this form or Lenses in the Extended Set see "Patient Rx, Spare Lenses and Extended Set" Order Form.

(Page 2 of 3)



PATIENT RX, SPARE LENSES AND EXTENDED SET LENS ORDER FORM ~ Fax to: 480-926-7369
5 To Order: Specify quantity in box next to desired parameters. Use for inventory replenishment ONLY. @

EXTENDED SET LENS ORDERS
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Use the table below to order Patient Rx Lenses, Spare Lenses or lenses not listed in the Diagnostic Dispensing
System or Extended Set lens order forms.

Please print clearly.

PATIENT RX AND SPARE LENS ORDERS

PRACTITIONER
REFERENCE

SPARE PAIR
(requires
original serial#)

ORIGINAL
SERIAL #

POWER
(+.50 unless
otherwise specified)

BASE DIA
CURVE RZD LZA (105 unless qry

otherwise specified)

D # of "Youth" Pt. Care Kits with this Order.

Note: For every two (2) full price lenses ordered, one (1) patient care kit will be sent.
An "Adult” kit will automatically be sent if a "Youth" kit is not specified.

Cert.# or Dr.#

Order Date:

Practitioner Name:

Lab Name:

Practitioner Phone#:

Lab Account/Reference#:

MCTGEIRVETNOR\YM Order |D#

Initials:

To order lenses for Inventory Replenishment, see "Diagnostic Dispensing System” Lens Order Form.  (Page 3 of 3)



