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ORDER SUBTOTAL** Shipping and handling charges will be added to invoice.  Applicable taxes will be added to orders delivered within Oklahoma.

P.O. BOX 496 • MUSTANG, OK 73064
PHONE 1-800-222-2020   FAX 1-800-FAX-9133

www.WilsonOphthalmic.com

ORDER FORM

 ITEM NUMBER  QUANTITY PRODUCT UNIT EXTENDED
 Item numbers will be in a xxx-xxxxxxx-xx   OR   xx/xxxx/xxxx format   DESCRIPTION  PRICE PRICE

SHIP TO:

Name ________________________________________________

Address ______________________________________________

City _________________________________________________

State __________________________Zip Code ______________

Ship VIA:    ❏ Ground      ❏ 3 Day      ❏ 2 Day      ❏ Overnight

 PAYMENT:

❏ Charge to my Wilson account     ❏ VISA     ❏ MasterCard  

|___|___|___|___|___|___|___|___|___|___|___|___|___|___|___|___|___|
Credit Card Number

|___|___|___|___|     ______________________________________
Expiration Mo/Yr      Name (as it appears on card)

|___|___|___|___|     Security Code (3 or 4 digits from back of card)  

BILL TO:

Account No. _________________________________________

Name ______________________________________________

Address ____________________________________________

City ________________________________________________

State __________________________Zip Code _____________

P.O. No. ____________________________________________

Contact  ____________________________________________

Phone ______________________________________________

FAX ________________________________________________

Doctor's Name ___________________________________________

State License or DEA # ________________________________

Date __________________________


