
CR Studios Custom Device Order

This form must be completed to be able to process your order. 


Contact Name; _________________________Phone;______________ Date;_________


Account billing 


Name;_______________________________________________________ 


Email; ______________________________


Address;________________________________________________________


Patient’s Name;__________________________________________________


Color desired;___________________________________________________


Brand of Lens;__________________________________________________


Specifications of lenses (RX)

Please be advised that all sizes are final. Please include pupil and iris size


(Standard sizes 11.5 iris 4.5 clear or black centers)


O.D. Base Curve;______ Power;______ Diameter;______


O.S. Base Curve;______ Power;______ Diameter;______


Solid Color ______  Clear Center______  Black Pupil  ______


Previous Patient______  New Patient______


Notes;__________________________________________________________________


I CERTIFY THAT I AM A LICENSED PRACTITIONER AND REQUEST THAT YOU ALTER THE ENCLOSED LENSES (DEVICES) 
IN ACCORDANCE WITH MY DIRECTIONS. THESE LENSES ARE TO BE USED SOLEY IN MY PRACTICE.


SIGNATURE;___________________________               DATE;____________________

CR Studios 4005 Crater Lake Hwy, Medford, OR 97504  Phone; 520-648-6425 Fax; 

520-423-3346  Email; Handpaintediris@gmail.com Web Site; www.handpaintediris.com

mailto:Handpaintediris@gmail.com

