
International Association of Contact Lens Educators 
– CASE STUDY ORDER FORM – 

 

        Date:    /         /     

Name:          

Institution/Company:                                                                    

Tel/Fax:           

Email Address:           

Delivery Address:                   
 
Please record the quantity required below each Case Report number: 
 
 

Case 
Report 

No.  
1 2 3 4 5 6 7 8 9 10 11 12 13 

 
14 

 
15 

Quantity 
(US$20 each) 

               

 
 
PAYMENT DETAILS:  Sub Total:  US$ _____ plus postage: US$_____ Total:  US$ _____  
  (to be determined by IACLE)  

I wish to pay by (tick):    Amex          Visa        MasterCard  

Card No: _   _  _  _     _  _  _  _     _  _  _  _    _  _  _  _  Expiry date:  _  _  /  

Cardholder’s Name:         

_  _ 

Cardholder’s Signature:          

 Cash payments (can only be made at regional offices – please do not send cash in the mail) 

IACLE COPYRIGHT ACKNOWLEDGEMENT 
I agree that only myself, my colleagues, or students under my supervision will use the International Association of Contact Lens 
Educators (IACLE) educational resources, which includes the IACLE Case Reports. I agree that my colleagues, students, and I will not 
use these materials outside of my Institution/Company or its program, without the express written permission from IACLE. 
Acknowledgement to IACLE should be made during the use of all IACLE resources. The IACLE logo should also remain visible on all 
IACLE resources used. 
I accept that any unauthorized copying, editing and/or selling of these educational resources or any part of the resources thereof is 
strictly prohibited and any infringement of copyright may result in legal action. 
I hereby acknowledge that the copyright specified above is owned by the International Association of Contact Lens Educators (IACLE) 
and applies to all IACLE Educational Resources, including the IACLE Case Reports.    
 
 
Signature:  _________________________________________________________  

Please read the copyright acknowledgement form before signing 
 

 
FOR OFFICE USE ONLY 

 
Date Paid:  ___ / ___ / ___    Staff Initials:  __________ Signature: _______________ 

 
 

Return this form to your nearest IACLE office or IACLE Secretariat in Sydney via email: iacle@iacle.org 
Alternatively you can fax + 612 9385 2492 or post PO Box 656 Kensington, NSW 1465 Australia  
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