
Lake​ ​Lazer​ ​Eye​ ​Center 
 

SPECIALIZING​ ​IN​ ​DISEASES​ ​&​ ​SURGERY​ ​OF​ ​THE​ ​EYE 
 
 

RETURN​ ​POLICY​ ​FOR​ ​EYEGLASSES​ ​&​ ​CONTACT​ ​LENSES  
 
All​ ​sales​ ​of​ ​prescription​ ​and​ ​non-prescription​ ​contact​ ​lenses,​ ​eyeglasses​ ​and​ ​sunglasses​ ​are 
final.​ ​Orders​ ​take​ ​7​ ​to​ ​10​ ​business​ ​days​ ​to​ ​arrive. 
 
If,​ ​however,​ ​there​ ​are​ ​any​ ​discrepancies​ ​between​ ​the​ ​Doctor’s​ ​prescription​ ​and​ ​the​ ​lenses​ ​manufactured​ ​by​ ​the 
lab,​ ​or​ ​between​ ​the​ ​Doctor’s​ ​prescription​ ​and​ ​the​ ​actual​ ​prescription,​ ​any  
adjustments​ ​to​ ​the​ ​prescription​ ​lenses​ ​are​ ​included​ ​at​ ​no​ ​charge​ ​within​ ​60​ ​days. 
 
All​ ​orders​ ​require​ ​at​ ​minimum​ ​50%​ ​deposit.  
 
Adjustments​ ​for​ ​glasses​ ​and​ ​minor​ ​repairs​ ​are​ ​provided​ ​free​ ​of​ ​charge. 
 
Professional​ ​services​ ​are​ ​nonrefundable. 
 
POLICY​ ​FOR​ ​PICKING​ ​UP​ ​EYEGLASSES​ ​&​ ​CONTACT​ ​LENSES  
 
All​ ​eyeglasses​ ​and​ ​contact​ ​lenses​ ​that​ ​have​ ​been​ ​prescribed,​ ​fitted,​ ​and​ ​purchased​ ​by​ ​the​ ​patient​ ​will​ ​be​ ​kept 
in​ ​the​ ​office​ ​for​ ​a​ ​total​ ​of​ ​one​ ​year​ ​from​ ​the​ ​date​ ​of​ ​purchase.​ ​If​ ​the​ ​patient​ ​does​ ​not​ ​pick​ ​up​ ​his/her​ ​eyeglasses 
or​ ​contact​ ​lenses​ ​within​ ​that​ ​year,​ ​they​ ​shall,​ ​by​ ​default,​ ​become​ ​the​ ​property​ ​of​ ​LLEC,​ ​and​ ​we​ ​will​ ​no​ ​longer 
be​ ​responsible​ ​for​ ​those​ ​eyeglasses​ ​or​ ​contact​ ​lenses.  
 
I​ ​have​ ​read,​ ​understood,​ ​and​ ​shall​ ​abide​ ​by​ ​all​ ​aspects​ ​of​ ​the​ ​policies​ ​explained​ ​to​ ​me​ ​above.​ ​It​ ​has 
been​ ​made​ ​known​ ​to​ ​me​ ​that​ ​if​ ​any​ ​or​ ​all​ ​parts​ ​of​ ​the​ ​above​ ​policies​ ​are​ ​not​ ​fully​ ​understood​ ​by​ ​me,​ ​for 
any​ ​reason​ ​at​ ​all,​ ​that​ ​proper​ ​explanation,​ ​or​ ​translation,​ ​is​ ​available​ ​and​ ​ultimately​ ​has​ ​been​ ​provided 
to​ ​me​ ​at​ ​the​ ​time​ ​of​ ​signing. 
 
Patient​ ​Name:_____________________________________________________________________  
 
Signature:_____________________________________________​ ​​ ​​ ​​ ​​ ​Date:_____________________ 
  
If​ ​you​ ​are​ ​signing​ ​as​ ​a​ ​personal​ ​representative​ ​of​ ​the​ ​patient,​ ​please​ ​indicate​ ​your​ ​relationship. 
 
Representative:​ ​___________________________________________________________________ 
 
Relationship​ ​to​ ​Patient:______________________________________________________________ 


