REORDER CONTACTS
Please complete the following information to reorder your contact lenses.  
*Mandatory fields

Patient Information
*Patient Name:




*Patient Date of Birth:
*Telephone number:
*Choose a delivery method:
___
I will pick up the order when ready from the office in 




DECATUR



SNELLVILLE

___
I would like my order shipped to the following address

(additional $6.00 fee)



_____________________________
Lenses

Right Eye Power:

Left Eye Power:

*Number of Boxes:

Additional Information or Instructions:

Payment Information
CREDIT CARD

Name of Cardholder
________________________________

Credit Card number 
________________________________
Expiration Date________________

Billing Zip Code

____________

Security Code

_________
We accept VISA, MasterCard and Discover

CHECK
Payment via check should be mailed to:

 465 Winn Way, Suite 140, Decatur, Georgia 30030   
OR
1700 Tree Lane Rd, Suite 135, Snellville, Georgia 30078

Order are shipped UPS after check is received in our office.

INSURANCE

I have insurance which will cover the cost of my contact lenses.

Name of Insurance Plan _______________________________

WE WILL CONTACT YOU TO CONFIRM YOUR ORDER. THANK YOU !

SUBMIT

