
                INVENTORY RETURN FORM

RETURNING PRODUCT

OFFICE NAME:

ORIGINAL OPTICIAN:  ______________________________

OPTICIAN FILLING OUT FORM:  ______________________

PATIENT NAME: ___________________________________

ITEM: BARCODE:

REASON:

RETURNING PRODUCT

OFFICE NAME:

ORIGINAL OPTICIAN:  ______________________________

OPTICIAN FILLING OUT FORM:  ______________________

PATIENT NAME: ___________________________________

ITEM: BARCODE:

REASON:


