REQUEST FOR SERVICE FORM

Practice Name / Branch: Date Received:

Patient Name: Account #:

THIS DOCUMENT IS NOT TO BE GIVEN TO THE PATIENT

(Tick)  Services Required Observations & Comments Initials
[J Clean, Seal & Boil Soft Lenses (x3) R
O Autoclave Soft Lenses
3 Polish Hard Lenses
L
O Plasma
O Tint (please specify) IR
L
[ other (please specify) CJR
OL
0 Parameter Check & Modification
OR
O L
BC oD P CYL AXIS TINT DESIGN
1 R
1 L
2 R
2 L
Order Receipt
Date: Order No:
Additional Comments/Special instructions
Order Release
Date: Order No:

Perth Head Office

52 Mulgul Rd, Malaga WA 6090

Ph: +61 8 9443 4944

Toll Free Ph: 1800 998 071

Email: orders@gelflex.com

Fax: +61 8 9443 4147

MLG-CS-F-150:06

Effective Date: 04-Feb-26
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