
Prescription Sonar Glasses Order Form

Order Date:  __________________________

Organization:  _________________________

Patient's Name:  _______________________

Date of Prescription:  ___________________

Optometrist:  __________________________

Signature:  ____________________________

Lens Material:

□ Clear
□ Tint __________
□ Photosensitive
□ Polarized
□ Mirrored

Lens Style:

□ Single Vision
□ Bifocal

Distance Rx: Sphere Cylinder Axis Dist PD
Right OD

Left OS

Other Rx: Sphere Cylinder Axis Dist PD
Right OD

Left OS

Frame Size:

□ Large          □ Medium          □ Small

Notes:  

Contact:

G-Technology Group
5702 General Washington Drive, Suite G
Alexandria, VA 22312
Phone: 571-297-4756, ex. 1010
Fax: 571-297-4756
Email: jshad@sonarglasses.com
URL: www.sonarglasses.com


