Essential Hospital Workers
Complimentary Contact Lens Program

PATIENT INFORMATION

Patient Name:

CooperVision Contact Lens Brand:

Patient RX Right:

Patient RX Left:

Patient Shipping Address:

Patient Phone:

Patient Workplace (hospital affiliation):

Patient Workplace Address:

Patient Workplace Human Resources Contact:

PRACTICE INFORMATION

Account Name:

Account Number:

Account Address:

Account Phone:

Eye Care Professional Name:

CVI Sales Rep:

Note: Patient may receive one for box each eye. All requests must be made
by an eye care professional and will be shipped to the patient’s address.

No shipments will be made to the practice or to a PO Box.

Please email completed form to: CVcares@coopervision.com

CooperVision®

Essential Hospital Workers Program is subject to availability.
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