6 the package

BU e H o ,N AN 1 BIG SAVINGS off normal prices

Home delivery or collect from
practice

Convenient monthly direct
debit payments

. FREE replacement lenses” if

you lose or damage your lenses

p dC kag eS Price Per Month™

D.‘;:E;,r Replacement 20 pairs 30 pairs
AL juaComfort $43 () $66 ()
$43 (O $66 (
/ {l Day C i $66 () $96 ()

Al [ES® A mioet Frooressh $89 () $134 (

Monthly Replacement

contactone\ oo

$51

The ultimate contact lens package AR OFTIXE AQUA M A &

Monthly Replacement - overnight wear
$48 ()

CONTACT LENS SOLUTIONS
$12 O
It $19 O
Contact lenses from $34 a month PACKAGE INCLUDES:

Free home delivery Home or work delivery W)
Free replacement ©f (05 o damage : 32‘,'

Convenient direct debit payments




6848268697

{ Contact One } Direct Debit Request (DDR)

Request to establish Direct Debit Authority within the Direct Debit System
Site Facility ID: Customer Number:

CUSTOMER DETAILS

First Name:

Last Name:

Address:

Suburb:

City:

Postcode:

Home Phone:

Mobile Phone:

Business Phone:

Email Address:

PAYMENTS

Monthly Payment Amount $

for a minimum period of 12 months

First Payment Date: / /

(allow 14 days from date form completed)
Cancellations 30 days cancellation period - outstanding payment for product received applies. $25 cancellation fee applies within first 12 months.

Customer's Signature Date Signed For the Fadility and on behalf of Debitsuccess Witness Date
11/ / /
Credit Card Authority awarypsr [ s e
Name on Card :] MasterCard :] Diners
Credit Card Number - - - Expiry date /
Direct Debit Authority
Name of Bank Account AUTHORITY TO ACCEPT
DIRECT DEBITS
BANK ACCOUNT TO DEBIT (Not to operate as an
][ assignment or agreement)
Sk Brench ool SUfftx AUTHORISATION CODE
TO THE MANAGER
e B 0302448
Address: Date
Town/City: / /

I/We authorise you to until further notice in writing to debit my/our account with all amounts which:-

DEBITSUCCESS LTD

(herein after referred to as the initiator) the registered Initiator of the above Authorisation Code, may initiate by direct debit
[/We acknowledge that the bank accepts this authority only upon the conditions listed on the reverse of this form.

INFORMATION TO APPEAR ON MY/OUR STATEMENT (TO BE COMPLETED BY INITIATOR)

Payer Particulars

Payer Code

Payer Reference

DIE|B|I|T[S|U|C

Authorised Signature(s)

APPROVED

JEL3

FOR BANK USE ONLY:

BANK

Date Received: Recorded By: Checked By:
Original -  Retain at Branch
Copy - Forward to initator if requested

STAMP

L




PRODUCT DETAILS

CONTACT LENS CHOICE AND WEAR SCHEDULE:

Which contact lens

Wear schedule (DAILIES cnly): [[] Part time (20 pairs a month) [

Lens manufacturer: [ CIBAVISION [ ] Other

Full time

(30 pairs a month)

Cantact lenses will be deliversd every 3 months except NIGHT & DAY delivered every 6 months

DELIVERY DETAILS

[_] Delivery Address

Suburb:

State, Postcode:

[l Collect from practice: [ Notify by phone

I Notify by SMS

o X
Ly e |:|t |I|1\

| G
o ECRNONE
fus Lrwcier hii
wradsigas T o o
it were e e, wetheat
L

the instalrren ¢

Lol et
fhiton

cnirach has Psan 1ermrsates un
o e et x'.'

..m.“-rAv.— " +

8 Debt Collection Action

The custormes aut

‘Il--;

¥ Owneeship o the names of the Facdiity

e this Contr
" A

i and any Memn

-J |r| 'L !--_1

iR N A, -
¥ Aacsa 3N SUCHh M

12, smenmtorﬁghnomei

e e aher the e of

A ngnt for &

it Fens

within 15 workon

within 3 working d

¥ had b pay I
il ez

f'“» ety O 5=

T n.

hane res ] SccerEad e e of the Condract ;

| EchnGwialio: fal
ol 1hi; conbract

Manbes saanss

CONDITIONS OF THIS AUTHORITY TO ACCEPT DIRECT DEBITS
1. Ths init

[ I';I‘II.]I"\'W
 thwe bt

TS By

ghing noncs of 1




The ultimate contact lens package

{ contactone

Buchanan Optometrists
1st Floor, Riccarton Clinic
6 Yaldhurst Rd, Upper Riccarton
Tel 341 4850




