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Name_______________________Employer________________

Phone: work______________home(optional)________________
Prescription Information: (Please complete entire form)


Sphere power

Cylinder power

Axis

OD (right) 
___________

_____

OS (left)  
___________

_____



 Add power 
            Lens type (circle one)
OD (right)               

        single vision      lined trifocal

OS (left)     


            lined bifocal    no-line progressive

Frame Selection:



   Side shields (circle one)
Name___________ Color_______
   permanent    or         
Size  ___________



   2 pair detachable
PD (distance in millimeters between your pupils)  ________

Prescribing doctor’s name ________________________

Prescribing doctor’s Ph #  ________________________

Date of Prescription          ________________________

Please print and fax this page to 972 840-6373.
Email protex_inc@yahoo.com or call 972 864-9878

with any questions.
