RFS-01

Dear Eye Care Provider,

We are requesting the co

Contact Lens Consumner;
the contact lens prescri

5

Please either (A) send u
send back to us the Pre

3

The actual prescription
by 04/01/2015. Please

0

5C

If:

3/25/2015 6:07:03 PM PAGE Fax Server

1/001

18co contacts

ntact lens prescription for the following customer pursuant to the Fairness to
Act (Public Law 108-164), which requires the prescriber to provide a copy of

ption to any person designated to act on behalf of the patient. This customer
has authorized 1-800 CON
order verification request.

ITACTS to request this information on his/her behalf. This is not a contact lens

n copy of the customer’s actual prescription, or alternatively, (B) complete and
ription Form below, including all parameters, applicable dates, and signature.

Prescription Form should be sent to our tell-free fax number 1-888-407-2020
rturn this form even if the parameters below are correct.

Patient Name: RNV Address: SERNCIECEET
o - e ©
Brand/Manufacqurer Powaer Base Curve Diameter Cyl/Add Axls
oD 1-Day Acuvue Moist (90pk) l -3.75 | 850 | 14.2 Io.oo |o J
0s | 1-Day Acuvue Moist {0pk) l -3.75 . I 8.50 ' 14.2 |0.00 |0
Exam Date: I | | I I | I 4|
M M D D Y Y ¥ ¥
.
R lssue Date*: | P | | ] | | |
. M M o D v ¥ v ¥
Rx Expiration Date: . | | | | | I | J
Mo Mmoo D 5 Y ¥ Y ¥

Doctor’s Signature:

*The term “Rx Issue Date” is the

**absent a valid medical reason
langer prescription lengths, the

t!
pre

date on which the patient receives & copy of the prescription at the completion of their contact lens fitting.

e prescription cannot expire less than one year after the issue date in any state {or, In states that permit
scription caanot expire before the date specified by the state), Ifthe prescriber has a valid medical ceason

for deviating from the default pres
documented and attached, Noté t

Eription length under state law at the time the prescription was issued, we ask that the medical judgment be
hat this information may be provided to the patient.

1133124




RFS-03 3/26/2015 10:04:368 AM PAGE 17001 Fax Server

Dear Eye Care Pﬁf\'r der, . -

We are réquesting hie contact lens prescription for the following customer pursuant to the Fairness to
Contact Lens Consumters Act (Public Law 108-164), which requires the prescriber to provide a copy of
the contact lens pres¢ription to any person designated to act on behalf of the patient. This customer
has authorized 1-800{CONTACTS to request this information on his/her behalf. This is not a contact lens
order verification request.

Please either (A} send us a copy of the customer’s actual prescription, or alternatively, (B) complete and
send back to us the|Prescription Forgﬁ.bé‘[ow, including all parameters, applicable dates, and signature.

The actual prescription or Prescription Form should be sent to our toll-free fax number 1-888-407-2020
by 04/02/2015. Please return this form even if the parameters below are correct.

[y

Patient Name: =il Address: e

4

W \

JEYI.

Brand/Manufacturer Power. Base Curve Diameter Cyl/Add Axis
oD ,' Bioﬂnitvép' | -3.25 l 8.60 I 14.0 I0.00 IU
| oS IJioﬁnitv 6pk | -3.00 l 8.60 l 14.0 I 0.00 ’ 0
Exam Date: I ] ' I l | —I l J
M M bl o Y ¥ Y ¥
Rx Issue Date*: | I ' I | ’ I l | l
M W D D ¥ Y ¥ ¥
Rx Expiration Date: l l l l l l l l
M M D b} Y Y ¥ ¥

Doctor's Signature:

3

*The term “Rx Issue Date” Is the date on which the patient receives a copy of the prescription at the completion of their contact lens fitting,

**Absent a valid medical readon, the prescedption cannot expire less than one year after the issue date in any state {or, in states that permit
longer prescription lengths, the|prescription cannot expire before the date specified by the state), If the preseriber has 2 valid medical reason
for deviating from the default prestription length under state law at the time the prescription was issued, we ask that the medical judgment be
documented and attached, Note that this information may be provided to the patient.

. 1141298




RFS-01"

Dear Eye Care Prov

We are requesting
Cantact Léns Cons
the contact lens p
has authorized 1-8
order verification

t
u
e
0
e

Please either (A) s
send back to us th

1

=]
=

The actual prescript
by 04/02/2015. Ple

-

3/26/2015 1:23:58 PM PAGE 1/001 Fax Server

1800 comtgets

Her,

he contact lens prescription for the following customer pursuant to the Fairness to
mers Act (Public Law 108-164), which requires the prescriber to provide a copy of
scription to any person designated to act on behalf of the patient. This customer

D CONTACTS to request this information on his/her behalf. This is nat a contact lens
quest,

d us a copy of the customer’s actual prescription, or alternatively, (8) complete and
Prescription Form below, including all parameters, applicable dates, and signature.

on or Prescription Form should be sent to our toll-free fax number 1-888-407-2020
ase return this form even if the parameters below are correct.

Patient Name:| <SR,
Brand/Mapufacturer Pawer Base Curve Diameter Cyl/Add Axis

o0 ¢ | Bofinthdpk I 325« | s.60 | 140 | .00 lo

os | | | | | |

Exam Date: ’ I i - I | I | J
M M ‘b ] ¥ Y Y ¥

‘

Rx Issue Date*: ' I | . | | I |
M M " ¥ Y Y

Rx Expiration Date: | “. l | l l I J 1
MSoLc e D ] ¥ ¥ ¥ ¥

Doctor's Signature:

*The term “Bx Issue Date™|is

**Absent a valid medical rgal

the date on which the patient recelves a copy of the prescription at the completion of their contact lens fitting,

kon, the prescription cannot expire less than one year after the issue date in any state {or, in states that permit

longer-preseription length
for deviating from the def.
documented and attached,

, the prescription cannot expire before the date specified by the state). If the prescriber has 3 valid medical reason
ult prescription length under state faw at the time the prescription was issued, we ask that the mediczl judgment be
Note that this information [na_y.b‘_e_provrded to the patient.

T 1144062
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RFS-03 5/27/2015 7:03:48 AM PAGE 1/001 Fax Server

AR SR e Y
iy

| 800 contacts

Dear Eye Care Provider,

We are requesting the|contact lens prescription for the following custamer pursuant to the Fairness to
Contact Lens Consumers Act (Public Law 108-164), which requires the prescriber to provide a capy of
the contact lens preTc: iption to any person designated to act on behalf of the patient. This customer
has authorized 1-800 CONTACTS to request this information on 'ﬁis/her behalf. This is not a contact lens
order verification regquest.

13 e
Please either (A) send us a copy of the customer’s actual prescription, or alternatively, (B) complete and
send back to us the Prescription Form below, including all parameters, applicable dates, and signature.

The actual prescription or Prescription Form should be sent to our toll-free fax number 1-888-407-2020
by 06/02/2015. Please return this form even if the parameters below are correct.

B e,

Patient Name: <. Address:

Brand/Manufacturer Power Base Curve Diameter Cyl/Add Axis
oD | AcuvueAc]vanceforAstig. 6pk| -6.00 | 8.60 | 14.5 |-1.75 | 30 J
os | Activue Advgnee for Astig. 6pk | -5.50 | 8.60 | 14,5 |-1.75 I 140 J
Exam Date: l | I | l I | | |
M M ' D Y ¥ ¥ ¥
Rx Issue Date*: l I | | | | | I |
M M D D ¥ Y Y i

Rx Expiration Date: l | | | | l | | |

Doctor's Signature:

*The term “Rx Issue Date" i§ the date on which the patient receives a copy of the prescription at the completion of their contact lens fitting.

**Absent a valid medical reasgn, the prescription cannot expire less.than one year after the issue date in any state {or, in states that permit
longer prescription fengths, ith i presceiption cannot expire before the date specified by the state). Ifthe prescriber has a valid medical reason
for deviating from the defadlt prescription length under state [aw at the time the prescription was issued, we ask that the medical judgment be
documented and attached. |Ngte that this Information may be provided to the patient.

1469168




RFS-01 4/22/2015 4:15:50 DM PAGE  1/001 FaX Server

1800 concets

Dear Eye Care Pro iJier,

We are requesting the contact lens prescription for the following customer pursuant to the Fairness to .
Contact Lens Conspmers Act (Public Law 108-164), which requires the prescriber to provide a copy of

the contact lens prescription to any person designated to act on behalf of the patient. This customer

has authorized 1-80p CONTACTS to request this information on his/her behalf. This is not a contact lens
order verification refjuest. : ¥

§ Ll
H
‘

Please either {A) serid us a copy of the customer’s actual prescription, or alternatively, (B) complete and
send back to us the Prescription Form below, including all parame_teré; applicable dates, and signature.

The actu_al prescription or Prescription Form should be sent to our foli-frée-fax number 1-888-407-2020
by 04/29/2015. Please return this form even if the parameters below are correct.

i

Patient Name | A Address: ARG
Brand/ Manufactur_er. Power Base Curve Diameter Cvifadg Axis
oD | Dailies{Tqtal 1 0Bk —r-s.so | 8,50 | 141 |0.00 IO J
. [
s | oailiesirdtal 1 30pk | 275 | 850 | 141 lq.do- lo
. 1
Exam Date: ) ) I . | | " ’ | i J - I [ '. | l
! M M D o v Y Y v
. i
"!"Rxlssue Date*: | Iy I | . ] | | | | ! I
. ™ M p . D Y Y ) .Y ¥
, . nT -

» ‘

Rx Expiration Date:

|
]
|

Doctor’s Signature: -

*The term “Rx lssue Date™ [ the date on which the patient receives a copy of the presceription at the completion of their contact lens fitting,

**Absent a valid medica| rgason, the prescription cannot expire less than ane year after the issue date in any state {or, In states that permit
" longer prescription lengths the prescription cannot expire before the date specified by the state), 1fthe prescriber has avalld medical reason

for deviating from the dd f'alult prescription length under state law at the time the prescription was issued, we ask that the medical judgment be
documented and attachéd) Note that this infermation may be providad to the patient.

’ 1235718
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RFS-01 4/20/2015 12:02:44 PM DPAGE 1/001 Fax. Server

5

= ﬁ ey : afr yola *
1 SO0 COTHTCS
Dear Eye Care Provider,

We are requesting the contact lens prescription for the following customer pursuant to the Fairness to
Contact Lens Cor sl.lmers Act (Public Law 108-164), which requires the prescriber to provide a copy of
the contact lens prescription to any person designated to act on hehalf of the patient. This customer
has authorized 1}800 CONTACTS to request this information on his/her behalf. This is not a contact lens
order verification request.

Please either {A)|sénd us a copy of the customer’s actual prescfibtion, or alternatively, (B) complete and
send back to us the Prescription Form below, including all parameters, applicable dates, and signature.

The actual prescfiption or Prescription Form should be sent to our toll-free fax number 1-888-407-2020
by 04/27/2015. [P|ease return this form even if the parameters below are correct.

| Patient Name; m ] Address:
Brand/Manufacturer Pawer Base Curve Diamater Cyi/Add Axis

oD | Acuvire 2 (6pk) . -3.00 | 8.30 | 14.0 |o.oo |0 J

0s f Actvligl2 (6pk) l -3.50 I 8.30 ] 14.0 ’o.oo ,0 J

Exam Date: I J | | | | l |
M m D 0 ¥ ¥ ¥ v

Rx lssue Date*: I l | L ”-. l | I | - I J
M M b ) Y v ¥ ¥ .

Rx Expiration Dates r | | l I | | | |

Doctor's Signature:

*The term *Rx Issue D4tel" is the date on which the patient receives a copy of the prescription at the completion of thelr contact tens fitting,

**Absent a valid medidalireason, the prescription cannot exgire less than one year after the issue date in any state {or, in states that permit
langer prescription lengths, the prescription cannot expire before the date specified by the state). If the prescrier has a valid medical reason
for deviating from the Hefault prescription length under state law at the time the prescription was issued, we ask that the medical judgment be
documented and attached, Note that this information may be provided to the patient. '

' 1220071
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RFS5-01

Prescription Requést:

2/24/2015 12:15:13 PM PAGE 2/002 Fax Server

1800 contacts

Fax the completed form to (888) 407-2020

Prescription Form

Patient Name: ~ Address:

Brand/Mapufacturer Power Base Curve Diameter Cyl/add " Axis

oD | ctearsiint 1]pay 90 px | 325 | 570 | 142 | 0.00 [0 J

0s | ClearSight 1|Day 90 pk | -3.25 | 8.70 i 14.2 | 0.00 I 0 J

Exam Date: [ | | | | | I l J
M M D 0 ¥ 1 ¥ ¥

Rx Issue Date*: [ J | | | l l | |
4 M b) n ¥ ¥ ¥ ¥

Rx Expiration Date: [ l T I ] | l ) ld | I
M M D D ¥ Y ¥ 1

Doctor’s Signature
ECP Information:  If

O

Ir office information below is incorrect or missing please correct it or fill in the blanks here

o7 0t} an accompanying fax,
Business Mame:  Pearle Vision ) Office Address: 1730 West Fullertan Avenue
Suite 1
Doctor: Johnson Grote OD, Andrea State: IL
Phone: 7733273000 City: Chicago
Fax: 7733273015 Zip: 60614
Email:

* The term “Rx Issue Date” it

** Absent a valid medical re;
longer prescription lengths,
for deviating from the defay
documented and attached.

Saturday Haurs:

s the date on which the patient receives a copy of the prescription at the completion of their contact lens fitting.

as0n, the prascription cannot expire less than one year after the issue date in any state {or, in states that permit
the presceiption cannot expire before the date specified by the state), If the prescriber has a valid medical reason
t prescription length under state:law at the time the prescription was issued, we ask that the medical judgment be
Ngte that this information may be provided to the patient.

1018121
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RFS5-01

Prescription Request:

2/16/2015 11:28:47 AM PAGE

2/002  Fax Sexver

1800 contacts’

Fax the completed form to (888) 407-2020

Prescription Form

Patient Name:

Address: @Fﬂ"

Diameter Cyl/Add Axis

Brand/Manyfacturer Power Base Curve
Q0 l AcuvueA!ﬂvance(Epk) | -2,25 l 8,30 | 14.0 |D.OD IO
0s | Acuvue Alivhnce (6pk) | -2.75 | 830 | 140 | 0.00 | o -

Exarn Date:

Ry lssue Date*:

Rx Expiration Date: -|

Dactar’s Signature

M M D ] ¥ Y Y ¥
i M M bl D R4 Y ¥ Y
M M D D ¥ ¥ Y Y

ECP Information:  If
ar

Business Name: Pearle

Doctor: Johhso
Phane: 773327
Fax: 773327
Email:

* The term “Rx lssue Date” s 4

** Absent a valid medical re
longer prescription lengths,
for deviating from the defay
dacumented and attached,

\1’0

elf

a5
th
t
N

¥

) an accompanying fax.
Vislon

h Grote OD, Andrea
3000

1015

L

ir office information below is incorrect or missing please.cofrect it or fill-in the blanks here

€

Office Address: 1730 West Fullerton Avenue
Suite 1 -

State: IL

City: Chicago

Zip: 60614

Saturday Hours: ' -

he date an which the patient rceives a coay of the prescription at the completion of their contact iens fitting.

hn,the areseription cannot expire less than one year after tha'issue,date in any state (or, in states that permit

B prescription canrot expire wefore the dale specified by the slate), If the prescriber has a valid medical reason
brescription length under statellaw at tiie time the prescription was issued, ive ask that the medical judgment be
ble that this information may be provided ta the patient,

990352 '



RF5-03

Prescription Request:

2/24/2015 2:44:02 PM PAGE 2/002

1800 contacts

Fax the completed form to (888) 407-2020

Prescription Form

Fax Server

Patient Name: <SR

Address:

e v €
SHAr s

Brand/Manufacturer Powar Base Curve Diameter Cyl/Add Axtis
oD | Focus Dailieb 90pk | .00 | se0 | 138 | 0.00 | o |
0s | Facus Dailies 90pk | -2.75 | 8.60 | 13.8 l0.00 |0 |
Exam Date: ITOTY T 21T\ T2TO1N13]
M M D D Y Y ¥ ¥
misaenses | () | L | 2.1 \ 1| Z 1 O 11 3.
M M D D Y ¥ ¥ Y
Rx Expiration Date: | o l l | 7 l \ |j l O | l | UJ
¥ ¥ ¥ 't

Dactor’s Signature

) M D o

ECP Information: If\g Ir office infarmation below is incorrect or missing please correct it or fill in the blanks here
or i} an accompanying fax.

Business Name:  Pearle Vision Office Address: 1730 West Fullerton Avenue

Suite 1
Dactar: lohngoh Grate OD, Andrea State: IL
Phone: 7733273000 City: Chicago
Fax: 7733272015 ' Zip: 60614

1

Email: Saturday Hours:

* The term “Rx Issue Date” is 4

** Absent a valid medicalire'as
langer prescription lengths,th
for deviating from the defatl t
documentad and attached. |

B prescription cannot expire before the date specified by the state). If the prescriber h

te that this information may be provided to the patient.

1020342

he date on which the patient receives a copy of the preseription at the completion of their contact lens fitting.

bn, the prescription cannot expire less than one year after the issue date in any state {or, in states that permit

as 2 valid medical reason

brescription length under state law at the time the prescription was issued, we ask that the medical judgment be


http:1(')1\1.31
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RF5-02

Prescription Request

2/24/2015 3:14:05 PM PAGE 2/002 Fax Server

1800 contacts’
Fax the completed form to {888) 407-2020

Prescription Form

Patient Name: _’ Address:
Brand/Manufacturer Power Base Curve Diameter Cyl/fadd Axis
oD l Air Optix for Astigmatism 6pk | -7.00 | 8.70 | 14,5 I -1.25 | 180 |
0s | Air Optix for jAstigmatism kaT -7.00 | 8.70 | 145 | -0.75 | 180 l
Exam Date: | I | | | | | |
M M D D ¥ ¥ ¥ Y
Rx Issue Date*: J | | | l | | J
M M D D ¥ Y Y ¥
Rx Expiration Data: L | | | | | | | I
M M- D ] Y Y ¥ Y
Doctar's Signature
ECP Information:  If yodr office information below Is incorrect or missing please correct it or fill in the blanks here
ar pry an accompanying fax. X
Business Name:  Pearle Vision Express . Office Address: 1730 West Fullerton Avenue m Q( .
Doctor: Clinic, See State: IL G
L) . Q -
Phone: 7733278000 City: Chicaga \{\ Q\Q,
Fax: 7733278015 Zip: 60614
A )
i Email: Saturday Hours:

* The term “Rx lssue Date” |

** Absent a valid medical re
langer prescription langths,
for deviating from the defau
documented and attached.

the date an which the patient receives a copy of the prescription at the completion of their contact lens fitting.

asen,-the prescription cannot expire less than one year after the issue date In any state [or, in states that permit

the prescription cannot expire before the date specified by the state). If the prescriber has a valid medical reason
t prescription length under state [aw at the time the prescription was issued, we ask that the medical judgment be
INgte that this information may be provided to the patient.

1020792




FFS-0

Prescript on Request

Prescription Form

3/10/201% 10:16:18 AM PAGE 2/002 Fax Server

1800 contacts’

Fax the completed form to (888) 407-2020

“atien: Name: —aniiiEEN

Address;  CERE—

T

Brand/Mar ui‘acturer Power Base Curve Diameter Cyl/Add Axis
|\rance (épk) J -3.75 ' 8.30 I 14.0 I 0.00 | 0 4'
1 | | l | ]
l I | | |
u 0 ¥ b ¥ ¥
I | | | |
u n ¥ ¥ ¥ ¥
| L l | L
w ) ¥ ¥ ¥ ¥

f ypu

on

3t

54
14
:
WO

L .E B Eaa defau
~ar a1d attaced

n

)Y

7h015

Grote 0D, Andrea

Office Address:

State:

Saturday Hours:

1074933

r officz irfarmation below is incorrect or missing please correct it or fill in the blanks here
an acconmipanving fax

1730 West Fullerton Avenue
Suite 1

IL

Chicago

60614

& date a1 wricn e 04 'ent receives 3 co oy of tae areseription at the completion of their contact lens fitting,

N, tAg 376, SU01 can ot 2xg " .ess than one year after the issue date in any state {or, in states that permit
prescr il o Caonat exnive pefora the date specil-ed by the state). If the prescriber has a valld medical reason
‘gserict’o et unde- state iaw at the time 11e prescription wasissued, we ask that the medical judgment be
te tnat ta's formation may o orovided to the aatient.
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3/10/2015 10:22:23 AM PAGE

Prescription Form

2/002 Fax Server

1800 contacts

Lest: Fax the completed form to (888) 407-2020

Address: .

e

BrandfManufacterer Power Base Curve Diameter Cyl/Add Axis
- U Frafidency 55 opk I -5.75 I 8.70 | 14.2 | 0.00 I 0 J
P i Frefdancy 55 6pk [ -5.75 ’ 8.70 I 14,2 —I 0.00 | o] J
L I | l | |
) 1 h' 2 2 Y Y Y Y
eietaes || [ ] | | 1 l | |
"4 M b} 2 Y ¥ Y ¥
sl | | ! | [ | L |
' it 3 s Y ¥ 1 Y
3 raturg R _
auont| | if your oificz iiarmation bielow 1s incorrect or missing please carrect it or fill in the blanks here

s baime:

i T

a3 dme

- ATERSR M. BH

EEER el

ENTeIETH

A

eatfle Vision

73327300C

733273015

ad Aate it .

Gf 0N an aceormpanying fas.

bhnson Grote 0D, Andraa

Difice Address:
State:

City:

Zip:

Saturday Hours:

1730 Waest Fullerton Avenue
Suite 1

IL

Chicago

60614

1" s 492 date ¢ s ontae oaliest aoce ves a coay af e orescriptian at the completion of their cantact lens fitting.

3 723507 112 37eil’ al'0q cannol exs ‘e ess than pne year after the issue date in any state {or, in states that permit
Pt e neise L v molexsieg oefoe tie dale soec.[ed by the stale). I ne prescrioer has a valid medicat feason
elagt 2use Lo - ¢y under slate aw at the lime tae 2rescript'on was issJded, we ask that the medical judgment be

il mation may o » arovided to tne vatent.

1075024



[ 75-02

Prescription Request:

Fi

3/11/201% 1:01:26 PM PAGE 2/002 Fax Server

1800 contacts’

1% the completed form to (888) 407-2020

Prescription Form

Patient Name: “SENSGNEN- Address:
Brand/Manufarturer Power Base Curve Diameter Cyl/Aadd Axis
oc ] Acuvue 2 (6pk t -7.00 I 870 I i4.0 | 0.00 I 0 l
10
0s | Acuvue 2 (Gpk ) | -6.00 | 8.70 ] 14.0 | 0.00 | 0 J
Exar~ Tati: T | l I I | l
- M M o 5 Y ¥ ¥ Y
Rx ls5ue Cate*: l | | l I l | —I
M M D o ¥ ¥ Y ¥
Rx EvmrationDate: I L | I | | I I
A M D D ¥ Y ¥ Y
Suil.. s Sesnature
ECF .mismaation:  1fvolr[office information below Is incorrect or missing please correct it or fill in the blanks here
or on an accompanying fax.
Businais Nime:  Pearle Vijion Office Address: 1730 West Fullerton Avenue
Suite 1
Docte-. lohnsah Grote 0D, Andrea State: IL
Phon: 7733273000 City: Chicago
Fax; 7733273915 Zip: 60614
Emau. Saturday Hours:
*T.ote n'RxlssseDate s thedate 04 whicn the patient receives a copy of the preseription at the completion of their contact lens fitting.

Tt Azdent 3 va 'd medica. "easan
E B
pr
ol

the s-escription cannot expire less than one year after the issue date in any state {or, in states that permit
rescriation cannot expire before the date specified by the state). If the prescriber has a valid medical reason
eseriction lengta under state law at the time the prescription was Issued, we ask that the medical judgment be
that t1is vformation may be previded to the patient.

1081582

il presd - abon lenglie L
fo daviating §-om tne defa.t
dir snentec and attacned N




RF5-02

Prescription Request:

3/11/2015 4:46:07 PM PAGE 2/002 Fax Server

1800 contacts’

Fax the completed form to (888) 407-2020

Prescription Form

Patient Name: «iil RS, Address:

P =
L RO

Brand/Manufagiurer - - Power Base Curve Digmeter Cylfadd Axis
oo | 1-Day Acuvye|iMoist (90pk) l -2.50 l 8.50 | 14,2 lO.DO | 0
B | 1-Day Acuvie|Moist (90pk) | -2.50 l 8.50 I 14.2 ‘0.00 I D J
Jse o Date: | I | I | | l I
M M D D ¥ Y ¥ ¥
Fta:ug Late*: l I I | I | | |
M M D ] ¥ ¥ Y Y
s Expiral:ionl Date: [ ' | ‘ | | | I I
M M D ] ¥ ¥ ¥ Y

Oocror’s Signature

i sforfation: Ifyo
oro

Suoinass Name:  Pearle
Ao v Johnso
Lo 77332

77332}

- 1 "R lssue Date™ is

" - -eesfa valid medieal reas
~: rescription fengths, th
s, zuap from the default

. =qted and attached, N

he

a1y
1

pr
blg

r|office information below is incorrect or missing please correct it ar fill in the blanks here
4n accompanying fax.
Vision Office Address: 1730 West Fullerton Avenue
Suite 1
n-Grate 0D, Andrea State: IL
3000 City: Chicago
3p15 Zip: 60614

Saturday Hours:

date on which the patient receives a copy of the prescription at the completion of their contact lens fitting.

| the prescsiption cannot expire less than one year after the Issue date fn any state {or, in states that permit
rescription cannot expire before the date specified by the state). If the prescriber has a vaiid medical reason
Bseription length under state law at the time the prescription was issued, we ask that the medical judgment be
that this information may be provided to the patient.

1085341




RF&-03 7/1/2015 12:11:52 PM PAGE 17001 Fax Server

i

1800 contacts

Dear Eye Care Provider,

We are requesting the contact lens prescription for the following customer pursuant to the Fairness to
Contact Lens ConEL mers Act {Public Law 108-164)}, which requires the prescriber to provide a copy of
the contact lens rgscription to any person designated to act on behalf of the patient. This customer
has authorized 1-800 CONTACTS to request this information on his/her behalf. This is not a contact lens
order verification request.

Please either (A) send us a copy of the customer's actual prescription, or alternatively, (B) complete and
send back to us the Prescription Form below, including all parameters, applicable dates, and signature.

The actual prescription or Prescription Form should be sent to our toll-free fax number 1-888-407-2020
by 67/08/2015. rl pase return this form even if the parameters-below are correct.

Patient Namg:

Address: “
L] ‘
L . '
Brand/Manufacturer Power Base Curve Diameter Cyl/Add Axis
oD I Biofin'it Toric 6pk | -7.50 | 8.70 I 145 | - |-0.75 | 170
0s LBioﬂrlit Toric 6pk l -3.00 I 870 J 14.5 | 0.75 | 170

Exam Date: r , , r I J , , J

M M D D Y Y ¥ Y
Rx Issue Date*: , l ] ] J | | I
M Y] D D ¥ A Y ¥
Rx Expiration Date: I I l ] J I l l J
M M D o ¥ ¥ ¥ ¥

Doctor's Signature:

*The term “Rx Issue Ddle] is the date on which the patient receives a copy of the prescription at the completion of their contact lens fitting.

*"Apsent 3 vatid medical freason, the prescription cannot expire less than one year after the issue date in any state {or, in states that permit
ionger prescription lenfiths, the prescription cannot expire before the date specified by the state). If the prescriper has avalid medical reason
for deviating from the tlefault prescription length under state law at the time the prescription was issued, we ask that the medical judgment be
documented and attache. Note that this information may be provided to the patient.

1614797
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i P =
1800 contacts
Prescription Request:, F‘ax the completed form to (888) 407-2020

' Prescription Form

Patient Name: == Address: 709 W Armitage

CHICAGO, IL 60614
Brand/Mapufacturer * - Power Base Curve Diameter Cyl/Add Axis
oD " | 1-Day Actlvye Moist {90pk) | -7.50 | 8,50 | 14,2 ]o.oo Io

os | L 1 l | I ]

camowe: (T 7 [T [ T ]

M M D ] ¥ ¥ v ¥
LI '
_Rxlssue Date*: [ ' L l I ‘ ] | l | I
- . M Mo D D ¥ ¥ S ¥
Rx Expiration Date: [ 7 | | I l I | I
M M o D Y ¥ Y ¥

Doctor's Signature
ECP information:  Ifyolr office information below is incorrect or missing please correct it or fill in the blanks here
orioh an accompanying fax.

Business Name: Pearle Vision ,.goffice Address: ~ 1730 West Fullerton Avenue
& Sufte &

Dector: Johnsop Grote OD, Andrea IL

Phone: . 7733273000 Chicago

Fax: 7733273015 Zip: 60614

Email: ! Saturday Hours:

* The term “Rx Issue Date” is the date on which the patient receives a copy of the prescription at the completion of their contact lens fitting.

** Absent a valid rnedicaf reashn, the prescription cannot exp:re less than one year after the issue date in any state {or, in states that permit
longer prescription lengths, the preseription cannot expire| before the date specified by the state). If the prescriber has a valid medical reason
. for deviating from the defadlt brescription length under, stat 4 aw at the time the prescription was issued, we ask that the medncal;udgment be
: documented and attached. |Note that this information may be prowded to the patient.

' 1107710
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~Digar Eye Care Prm

We are requesting
Contact Lens ansu'
the contact lens pres
has authorized 1-801
order verificatidn: ef

-7 L

Please either (A)sen

send back to us the

The actual prescript
+ By 05/11/2015. Ple

5/5/2015 2 08 llB PM PAGE
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17001
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Server

e

dusa copy of the. customer’s actua! prescr:ptlon or alternatwely, (B) complete and
Prescription Form below 1nc|ud|ng aII parameters applicable dates, and signature.

Exam Date:

Doctor’s- Slgnature

* 1/3‘3W Fuuerton
; Ch:caqo 1. 40614

s i3 -:mnn

‘i
Fa

i

|l

[T

*The term “Rx [ssue Date” {s the date’on Which the pat-enf recelves B} mpy of the prescnphon at the completion of their contact lens fitting.

*~Absent 3 valid medical rd
longer prescription Iengt%s
for deviating from the dgfa

- doc?i'ne_n_tep'a‘nﬂ étt'acheg' gy
PR A

ason, the preser-otlon cannul cxp-re icss than: one year, after the issue date in any state {or, in states that permit
the’ prescrlptucn cannot exmre befare thd date spetified by the statej If the prescriber has a va!.d medical reason

.

r
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RFS-01

§
- 'D'ear-Eye Care Provid'e‘

“... Weare requestmg t1€

Contact Lens Consurn

=rs Act [Publlc Law 108 164) which req _'rres the prescrlber to provrde a.copy of’

-,‘- "the contact Iens pre §grrptron to; anv per son desrgnated to act on: behalf of the patient. Thas customer

- has authonzed 1- 80 D -ONTACT S to request thls informatuon on hrs/her behalf This is not a ccmtact lens

- .orderverrf catran réq est :

v

“sendbécktdhsrhé

“The actual prescnpt :

.

by 05/11/2015 Plea e return thrs form even rf the parameters beiow are carrect.

. . H . - N
Sty 4o =

L I * 3 ¥ . - e .
P - - A 13 L .

. ?Please eithe'r (A_):se d| us a copy of the. customer’ s actual prescrlptlon or alternatively, (B) complete and
d escnptron Form below mciudrng aII parameters applicable dates, and srgnature

",—l % R .,. '+,

.01 Prescrrptlon Form should be sent to our toll- free fax number 1- 888 407-2020-

N T

) "' Brand/Maniif:

o - ! Bioﬁnitv_sr':k'-‘:

ify

BT 1
N

a

. L Blofinity 6k ©

TTSSW Fellartont

i
.
- v

T .. . “‘_ ;5‘-_

rAbsent 3 valid | médical rba

langér preseription 1ength;, the

- for devi'a‘tin‘g from tie deHult 1
documented and dttached;, [
- ow ) fa

"‘I‘he term Rx Issue Date” ‘|s4 the date nn whnch the pat»em’. recewes a copy ofthe prescrrp'

‘hlcago IL. 0614

'.97 "H'U'!ﬂ -

eF_ ot
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Dear Eye Care Proy,

We are requesting
Contact Lens Consy
the contact lens pri
has authorized 1-8

order verification{r

=3

Please either (A) se
send back to us the

The actual prescrip
by 08/13/2015. Pl

2

8/6/2015 4:49:21 PM PAGE 1/001 Fax Server

3
’

1800 contacts’

der,

the contact lens prescription for the following customer pursuant to the Fairness to
mers Act (Public Law 108-164), which requires the prescriber to provide a copy of
scription to any person designated to act on behalf of the patient. This customer

0 CONTACTS to request this information on his/her behalf. This is not a contact lens

quest.

nd us a copy of the customer’s actual prescription, or alternatively, (B) complete and

Prescription Form below, including all parameters, applicable dates, and signature.

tion or Prescription Form should be sent to our toll-free fax number 1-888-407-2020

ase return this form even if the parameters below are correct.

I
Patient Name: |-y Address: JENENEN
-_———
r 3
Brand/Mpnufacturer Power Base Curve Diameter Cyl/Add Axis
€D I Acuvule Dasys 12pk —I -2.50 | 8.40 | 14.0 0.00 0 I
oS ' Acuvue Qasys 12pk l -2.25 TSAO , 14.0 I 0.00 ’0 J
Exam Date: L | B | | l ]

R Issue Date*®:

Rx Expiration Date:

Doctor’s Signature:

T T T T 1T 1]
T T 1T T T T T

*The term “Rx 1ssue Date”

“"Absent a vahd medica] rg
longer prescription lengths|

s the date on which the patient receives a copy of the prescription at the completion of their contact iens fitting.

sasan, the prescription cannol expire less than ane year after the issue date in any state {or, in states that permit

the prescription cannot expire before the date specified by the state). If the prescriber has a valid medical reason

fo- deviating fram the défault prescription length under state aw at the time the preseription was issued, we ask that the medical judgment be

documented and attachad

Note that this information may be provided to the patieat,

1807125
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1800 contacts’

Dear Eye Care Provider,

We are requesting the contact lens prescription for the following customer pursuant to the Fairness to
Contact Lens Consumers Act (Public Law 108-164), which requires the prescriber to provide a copy of
the contact lens pi‘escription to any person designated to act on behalf of the patient. This customer
has authorized 1800 CONTACTS to request this information on his/her behalf. This is not a contact lens
order verification request.

Flease either (A)|send us a copy of the customer’s actual prescription, or alternatively, (B) complete and
send back to us the Prescription Form below, including all parameters, applicable dates, and signature.

The actual prescription or Prescription Form should be sent to our toll-free fax number 1-888-407-2020
by 08/11/2015. Please return this form even if the parameters below are correct.

Patient Name:| i NI Address: . quii—

gn—

Brand l\'anufacturer Power Base Curve Diameter Cyl/Add Axis
oD I Focug Oailies 90pk I -1.00 | 8.60 J 13.8 |0.00 |0 J
03 | Facug Dlailies 90pk | -1.00 | 8.60 } 13.8 |0.00 ID J
Exam Date: L | I I | I | ’
M M D D Y e ¥ Y
Rx Issue Date*: I | ] I [ I I |
M M D D ¥ ¥ Y Y
Rx Expiration Date: | I [ I | | J | J
‘ M M D D Y ¥ ¥ ¥

+  Doctor's Signature

*The term “Rx lssue Date’] is the date on which the patient receives a copy of the prescription at the completion of their contact lens fitting,

==Apsenl a valid medical-teason, the prescription cannot expi-e less than one year alter the issue date in any state {o¢, in states that permit
longer prescription lengthk, the preseription cannot expire before the date specified by the state). If the prescriber has a valid medical reason
for deviating from the defbuit prescription length under state aw at the time the prescription was issued, we ask that the medical judgment be
decumented and attachied. Note that this information may be provided to the patient.

. 1787359
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Dear Eye Care Pro

(i

8/4/2015 5:16:58 PM PAGE 1/001 Fax Server

1

e

SO0 contacts

er,

We are requestiné

the contact lens prescription far the following customer pursuant to the Fairness to

Contact Lens Const.u ers Act (Public Law 108-164), which requires the prescriber to provide a copy of

the contact lens pre

has authorized 1-8
order verification

Please either (A) s
send back to us th

scription to any person designated to act on behalf of the patient. This customer
D CONTACTS to request this information on his/her behalf. This is not a contact lens
ruest.

0
e

end us a copy of the customer’s actual prescription, or alternatively, (B) complete and
e

Prescription Form below, including all parameters, applicable dates, and signature.

¥

The actual prescri
by 08/11/2015. P

on or Prescription Form should be sent to our toll-free fax number 1-888-407-2020
ase return this form even if the parameters below are correct.

9
€

Patient Name

—

Address: “ <IN

Brand/Manufacturer Power Base Curve Diameter CylfAdd Axis
oD L1-DavAchue Moist (30pk) [ -4.00 | 8,50 l 14.2 Eoo |o 1
cs Ll-DavAcwue Moist [30pk) l -1.00 t 8.50 | 14.2 l 0.00 F ]

Exam Date:

Rx Isspe Date*:

fx Expiration Date;

Doctor's Signature:

i

| ]

T T T 1 T T T ]
1 T 1T T T T T

*The term “Rx lssue Dat

**Absent a valid medica
longer prescription lengt
for deviating from the ds
documented and attach

h
;

Iq

d

s the date on which the patient receives a copy of the prescription at the completion of their contact lens fitting.

tason, the prescription cannot expize less than one year after the issue date in any state {or, in states that permit
the prescription cannot expire belgre the date specified by the state}. (Fthe preseriber has a valid medical reason
Lrit prescription iength under state iaw at the time the prescription was issued, we ask that the medical judgment be
Note that this information may be arovided to the patient.

1794510
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2 oot

1 Se::r a’“‘rom ooty

Dear Eye Care Provider, -

o

We are requesting the contact lens orescription for the. followiog customer pursuant to the Fairness to
Contact Lens Consume'rs Act (Public Law 108-164), which requires the prescriber to provide acopy of

the contact lens prescription to any person designated to act on behalf of the patient. This customer - '
has authorized 1-808 CONTACTS to request this information on his/her behalf, This is not a contact lens
order verification reguest. i ! ’

-

+ E +

-

. "-‘P!‘ease either (A) send|us a copy of the customer’s actual prescriptiorr, or alternatively, (B) complete and N
send back to us the Preseription Form below including all parameters applicable dates, and'sigr}éture.

.
I3

The-actual prescription or Prescription Form should be sent to our I toll-free fax number 1-888-407- 2020
by 05/13/2015. Ple ase return this form even if the parameters below are correct. |, °

LTS

Patient Namo:-“ o Address: n

.

el - . vt
S . :
. <« ., AT \ . o I
.Brand/ManL‘f'acturer Pawer " BaseCurve - Diameter Cylfadd Axis’
oD I -Acuvue Qasys 24pk | -3.50. I 880 . | 14.0 - I 000 ' . | 0 J .
. ) ) ,‘ a .
" i I S : i £ t s o Py .
0s | Acuvue Qasys24pk | 3.50 '~|‘a.so - | 14.0 | 0.00. | 0 . | -
: T i "
Exam Date: l ' [ l - . | I '! [ | : E J
dom M "D b Ty Y ¥ ' :
)] -
Rx Issue Date*: l | I ' I I ' | | l " I
B T Mo D T Ty Y v ¥ \
) &
= — T N 3 B
* RxExpiration Date: l - | | L I | ‘ ] | | J
’ M M, b o Y Y Y ', ¥
‘ . . .
Doctor's Sigriaturé: ] . C
*The term “Rx lssue Date™ s the date on which the patient receives a.copy of the presciiption at the completion of their contact lens _Qting."
- ‘I
**Absent*a valid medical reas n, the prescription cannot oxpwre {ess than one year after the’lséue date in afy state (or, in states that permlt
Janger prescription lengths, the Prescription cannot expire before the date specified bv the state] If the prescriber has a valid medical reason
for deviating from the defagit prescription length under state law at the tiie the prSCﬂptan was issbied, we ask that the medical judgment be
documented and attached. |Npte that this information may be provided to the catieat: '
1336769 .-
’ 4 o
i| - R
ot L& Bo.
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Dear Eye Care Provider,

We are requesting|the contact lens prescription for the following customer pursuant to the Faigness to,
Contact Lens Consunners Act (Public Law 108-164), which requires the prescriber to provide a copy of

. the contact lens prescription to any person designated to act on behalf of the patient. This customer
has authorized 1-80¢ CONTACTS to request this information on-his/het behalf. This is not a contact lens
order verification rr__equest

{ v - [

Please either (A) senfl us a copy of the customer’ 3 actual prescription, or alternatwely, (B) complete and
send back to us the Frescription Form below, including all parameters, applicable dates, and signature.

“The actual prescription or Prescription Form should be sént to our toll-free fax number 1-888-407-2020
by 05/14/2015. Please return this form even if the parameters below are correct,

[ W . . P e . . Ao

Patient Name: A Addres:r.‘: '
. Qraﬁall’\),aliufactur,e'r = Power Base Curve * ‘Diameter _“ oyl/add” Axis
S| | ] | A | |
- _O§ I AirOptiquuaka | -2.=2§ | | 8.60 qu.z —|70.00 | ]0‘ |

Exam Date:

- %

Rx{ssue Date*:* *

Rx Expiration Date: __ r r ;L | R | 1 J

Doctor's Signature: | |_

*The term “Rx Issue Date] if the date on which the patient receives a copy of the prescription at the completion of thelr contact fens fitting.

**Absent a valid medical fegson, the prescription cannot expire less tnan one year after the issue dale in any state {or, in states that permit
longer preseription lengths, the prescription canngt expire before the date specified : by the state). If the prescriber has a valid medical reason
for deviating from tfre detauit prescription length under state law at the time the p’escript.on was Issued, we ask that the medical ;udgment be
documented and attacheil. Note that this information may ba arpvided to the Jatient.

. 1371957
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RFS-02

Dear Eye Care Provid

We are requesting trl

the contact lens pr :

order verification requy

Please either (A) send!
send back to us the Pr

The actual prescripti
by 05/14/2015. Pleas

a
|
i

et

e
Contact Lens Consule

e5Cr
has authorized 1-800 ¢

on or Prescription Form should be sent to our toll-free fax number 1-888-407-2020

LY L

5/8/201% 7:30:57 PM DPAGE 1/001 Fax Serv'er
= § P ,‘j'#'a:;' i apie, e s __,g._{,,P_, #

fcontact lens prescription for the follou‘ving customer pursuant to the Fairness to
rs Act (Public Law 108-164), which requires the prescriber to provide a copy of
iption to any persan designated to act on behalf of the patient. This customer
ONTACTS to request this information on his/her behalf. This is not a contact lens

.

2st,

-

us.a-'c_opy of the customer’s acttial prescription, or alternatively, (B) complete and
seription Form below, including all parameters, applicable dates, and signature.

s return this form even if the parameters below are correct.

Patient Name: -m“ Addres:ci: =~
3 . l -. *
. Brand/Ma :L'Jfacturer Pawer ) - ‘éasg Curve Diar.n_eter._ ___Gyl/Add Axis
. oo | | | |
ey, *
T 08 | Air Optix Aqpia 6pk | -2.25 | 8.60 | 14.2 | 0.00 | a |
Exam Date: L" 7 | _ | | . | [ - : | | | J
1 M D 0 Coy Y v v
. .
Rx [ssue Date*: [ | | : I | | I | |
| ™ M Tn ] R i ¥ ¥ ¥
Rx Expiration Date: [ . | | B l | . . | | ‘ . l J
T ™ M b D ¥ ¥ Y ¥

Doctor's Signature:

*The term “Rx Issue Date” is t

**Absent a valid medical reg
langer prescription lengths,
for deviating from the default
documented and attached.

5q
th

hf

He date on which the patient receives a copy of the prescription at the completion of their contact lens fitting.

n, the prescription cannot expire less than one yéar after theissue date in any state {or, in states that permit
prescription cannot expire before the date specified by the statg], Ifthe prescriber has a valid med:cal jeason
rescription length under state. law at the time the prestription was issued, we ask'that the medical ;udgment be

cte that this information may 54 provided to the patient. A

1371957
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<

Dear Eye Care Provid

We are requesting thejcontact lens prescription for the following customer pursuant to the Fairness to

Contact Lens Consumars Act {Public Law 108-164), which requires the ‘prescriber to provide a copy of

the contact lens prescription to any person designated to act on behalf of the patient. This customer

has authorized 1-800 CONTACTS to request this information on his/her behalf. This is not a contact lens
- order verification request, J

Please either (A) senld Ls a copy of the customer’s actual prescnptmn or-alternatively, (B) complete 'and
send back to us the Prescription Form below, including all parameters apphcab[e dates and mgnature

The actual prescription or Prescription Form should be sent to our tqll:frgee fax number 1-888-407-2020
by 05/14/2015. Please return this form even if the paramieters below are correct.

. ‘. i . . - - _ . T . — —
Patient Name: b- Address: h
' LT . ' . .~ ‘ .
Brand/Manufacturer Power Base Curve : Dian{éter Cyl/Add " Axis
oD | 1 "| _ | . |

0s |'Acuvue2_ oy | 5.5 ‘7 | | 530 l ) | 000 lo B
Exam Date: [ | . l I . | | b | |

' M M D b3 T v T ¥ ¥y v
Rx Issue Date*; ' L'- . | ’ | | ) | l : | |

M M D D ¥ Yy Y v
Rx Expiration Date: [ ' ,. | | l | . I | s | | | J

' M M D o ¥ ¥ ¥ ¥

boctor’s Signature:

*The term “Rx Issue Date” is the dite on which the patient receives a copy of the prescription at the completion of their contact lens fitting.

**Absent avalid medical redsdn, the prescristion cannot oxp e less than onc year after the issue date in any state {or, in'states that permit
longer prescription lengths, the prescription cannat expire before the date specified by the state). (fthe prescriber has a valid medical reason
for deviating from the default prescrition length under state aw at the Sme the orescript'on was isued, we ask that the medrcal judgment be
documented gnd attached. Nite that this information may oe provided to the satient.

j 1361139
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contact lens prescrlptlon for the followung customer pursuant to. the Falrness to
rs Act (Public Law 108 164} whlch requires.the: prescrlber to prowde acopy of
:ptton to any person desrgnated to act on behalf of the patrent Th|s customer

.hy 05/14/2015. P'Iecs returnthls formeven n‘the parameters below are correct. . f
T B . ) .- r, A ‘..g ’
: Address: NN .
- oL e, e ..
: Brand/Manufactufer  .° Power © ..  BaseCurve _ - Diameter <  Cyl/Add . i Axis® .
. N Tal . - T I . T,
oD” _|’Biomedicsssepk 880 7, lm . | 0.00 .+, |,_0
55.6pk
N s T .
PR LY
cSHD Myt s T WS
L . 2 ) - £ b
" RxlssieDate®: . [' 3 | " ;
. L :i : M o
y o®
S| g
Rx Expiration Date: l* oLt | 3 _ Ao
DN A R v v ¥
. A Ay L . oL ) ' * ) :
.'Dactor’s Signataré: __}i[* ** - L L e .
S N PR R T owr e

*The term “R Issue Date” i§ i

as
B
[

3

longer prescription léngths, fhd
far deviating frém the default

2 E!ate on which the pat.'ent re}:'eiveé a copy of the pre'scrip i

drat the.compietion of theirlconta'ct'lens fitting.

.'A

. . H K

. **Absent a valid medical reg son thie prescriotion cannat exp"e Iess than one yaar al’ter theussue date in-any state {or,in states that permrt
[preséription cannot & exmfe before the date Spemf‘ed by the state} if the prescriber'has 2 valrd megical reason
rescriptionlength. under state Iaw at Lne tlme the prescnptlon was rssued we ask that the medml judgment be

; . !
documented and attached. Ndte that this infofmaticn may be provided to the :>at|e'1t N . b
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RFS-03 )
b i
Dear Eye Care Provid
e

We are requesting t
'Contact Lens Consu e
the contact lens presc
has authorized 1-800
order verification reg
Please either (A) send i’
sehd back to us tbe A

.-.'1‘

The actual ‘prescriptl oy

- i'- -

ef

bv 05/14/2015 Plea S return this form even if the parameters below are correct

- ko T Coo . L. v <A

5/7/2015 ll 55125 PM PAGE 1/001 !F-a_._x Server

o

ra

L X ‘ . -
|; . - L . e '
P i K

contact lens prescnptron for the followmg customer pursuant tothe Falrness to
rs Act (Public Law. 108-164), which requrres the prescriber to provide a copy of
ption to any person designated to act on behalf-of the patient.” This customer

QNTACI' S to request this information on his/her behalf. This is not.a contact lens

scrrptlon Form below 1nclud1ng all parameters appllcable dates and Stgnature

t',;‘ " '
ORI

or Prescrrptlon Form shou[d be sent to our toII free fax number 1- 888 407 2020

5

y -
| " N . - o « 3

L, - A h

Y Y

Patient _Namet 'm Address S
. ; Brand/Ma:iiFectUrer - Power B E;z{sr's(Ei.l‘rt"r;.;_j _ tDlameter v CvI}Add"_ o Axis - ,j .
oD | Acuvue O:J!svs?.ilpk | s Y | sdor . | 1401 oo o |-
' a - . o R i . )
05 I Acuvue Odsjs 24pk, J'-a.rs , 240 l 140 [ 0.00 lo J
IExam Date: * | i | I :‘ l . _ - rl | | ‘ |
’ :5: < M M . ..‘7--.‘_'0 ':, - .D 1: Y ' ro X ’- ¥ 7';' >
L .Rbclssue_[)"éte':‘ . l ',; I W " | ”-;.r:.'::"‘ I _r ] [ S
- M M- . D . o” Ty T v"v Ty
RxExpiration Da’te:‘ | . I , ' l | ) | 7 | l
= T ™ o LR ¥ ‘ ¥ LY ¥
| Doctor's Signature: | * e .
- ’ i““. . Lo W, .

I e

*The term “fx Tssue Date™ i

**Absént 3 valid medical re

longer grescription lengths,jthi

e date on which the patlent (ECEIVES 2 c0py of the prescrrptlon at the completion of their contact lens fi f"ttmg

' .4.7, e L'. A v i

ast n, the prescnptnm cannot expire Tess than ane year after the lssue date in any state [or,'in states that permit

prescnphon cannot expire 'bafdre the date specified by the statel Ifthe prescriber has a valrd medical reason

for deviating from the defay it prescription length under state law it the ume the prescrrpt 0N was rssued we ask that the medical judgment be
5
documented and attached. [ Npte that this information may ‘oé provided to the patient: .
i L 1359904 |
, ‘- 4 e - el S . \:" -~ )
i " “ N r, :
A foe By
- ARl ! i a" ¢ \ :
. : ._ . . f Lo .! ‘,'J ; L - - '
& i = ) Y=




Dear Eye Care Provide

=]

We are requesting th
Contact Lens Consume
the contact lens prascr
has authorized 1-800
.order verification req

Please either (A} sengd
send back to us the P

The actual prescription

by 05/14/2015. Plea

¢

C
uest.

sa return this form-even if the parameters below are correct.

5/777/201%5 11:42:34

' PM PAGE

1/001 Fax Berver

e

Ty P o s -

"

roritact lens prescri'pii’on for"the following customer pursuant to the Fairness to
rs Act {Public Law 10&164), which requires the prescriber to provide a-copy of
ption to any person desighated to act on behalf of the patient. This customer
DNTACTS to request this information on his/her behalf. This is.not a contact lens

us-a copy of the customer’s actual prescription, or alternatively, (B} complete and
rescription Form below, including all parameters, applicable dates, and signature.

or Prescription Form should be sént to our toll-free fax number 1-888-407-2020

Patient Name: m— Address: ~ ’
P ’ g
' ¥ w“ N _ 4
- B_rand/Manufacturer F__’ower Base Curve Diameter Cyl/Add Axis
0D [ Biomedics k¢ 6pk | 275 |ss0 | 1430 | 0.00 o
05 | Biomedics X6 6pk | 17 | 850 | 122 | 0.00 o ]
Exam Date: | | T l l | ] I
.'M ™M D - D ' Y Y ¥ " Y
- Rx Issue Date*: | | | | | | - I l I
M M D ) ‘.;\ -v_ i Y Y Y
Vi
Rx Expiration Date: ' l | I | | j I ]
b oM M o . D Y Y ¥ Y

Doctor's Signature:

*The term “Rx lssue Date” ’s th
»*Absent avalid medical feapa
longer prescription fengths, the
for deviating from the default p
documented and attached. F&Io

]

> date on which the patient rezeives a copy of the preseription at the completion of their contact fens fitting.

, the presciistion cannot expire less than ane year after the issue date in any state {or, in states that permit
prescription canaot expiré befora the date specified by the state]. If the prescriber has avafid medical reason

rescription length under state law at the time the prescription was issued, we ask that the medical judgment be
e that this information may be provided to the patient.

1359775
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RF5-03 | 5/7/2015 11:14:24 PM PAGE 17001 Fax Berver-

=

Dear Eye Care Provide

We are requesting the dontact lens prescnptnon for the following customer pursuant to the Fairnessto
Contact Lens Consumers Act (Public Law 108- 164) which requires the prescriber to prowde acopy of
the contact lens prescin ntion to any person designated to act on bghalf of the patient. This customer
has authorized 1-800 CONTACTS to request this information on his/her behalf. This is not a contact lens
order verification requdst. ’

f
Please either (A) send|us a copy of the customer’s actual prescription, or alternatively, (B} complete and °
serid back to us the Prescription Form below, inciuding all parameters, applicable dates, and signature.

The actual prescriptic;nior Prescription Form should be sent to our toll-free fax number 1-888-407-2020
hy 05/14/2015. Please|return this form even if the paraméters below are correct.  * . k

:
il

Patient Name: " NGEY " Address: (TR

) a‘ .\.
i Brand/Manufacturer Power * Bas;e(:urve Diameter CylfAdd l Axis
w [T [ I R
as I Acuvue Oasys fqr-As;i?g. Gpk I 375 i 860 .. | 145 |-1.25 . | 180 J
Exam Date: ¥ V | _ | — | - I : l . I |
M M b, b LY ¥ Y ¥
Rx Issue Date*: i | I l | . | | I I . ‘ | 4|
M M 0 D Ty Y v ¥
Rx Expiration Date: . I . | . _ | | -. ' - | | |
oM M ) D . ¥ ¥ v

Dactar’s Signature:

‘ v
7
a

! M . ] -
*The termRx [ssue Date” is the|date on which the patient receives a copy of the prescription at the completion of thelr contact lens fitting.

**Absent a valid medical reaspn| the preseription cannot expife lass than one year after the issue date in any state {or, in states that permit
longer prescription lengths, the prescription cannot ex’pTr.e before the date specified by the state), If the prescriber has avalld medical reason
for deviating from the defaultiorescription leagth under state law at the time the prescription’was issued, we ask that the medical judgment be
documented and attached. Npte that this information rﬁay be provided to the patient.

1359465
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Dear Eye Care Provider

1|

..

- o ot . ' %' 3 ¥ " .
5/7/2015 10:42:01 PM PAGE" . 1/001 Fax GServer
DAY o WU BN )
1 OUO OIS *

‘We are reﬁuesting the gontact lens prescription for the following customer pursuant to the Fairness to

Contact Lens Consum ',r
the contact lens prescri
has authorized 1-800 C(

order verification reque

Please either (A) sendiu
send back to us the Pre

The actual prescriptiop
" hy05/14/2015. Please

s Act (Public Law 108-154), which requires the

st. )

-~

prescriber to provide a copy of

Ption to any person.designated to act on behalf of the patient. This customer
INTACTS to request this iqformatibn on his/her behalf. This is not a contact lens

5 a copy of the customer’s actual prescription, or alternatively, (B) complete and
scription Form below, including all parameterg

“applicable dates, and signature.

br Prescription Form should be sent to our toll-free fax number 1-888-407-2020"
return this form everif the parameters below are correct.

Patient Name: w

» .

Address: QRS-

. % Bra'nd/Manuf'acturer Power Base Curve _ Blameter . Cyl/Add Axis
‘oD | AcuweOas'ysspk _ | -8.00 | 8.40 I 14.9‘ | 0.00 |o J
." - ) N
s [ | l L | ]
¢
Exam Date: | . | I | | I |
M M o 0 ¥ Y ¥ Y
| .
RxIssue Date*: | I | | I | |
' M A D , D ¥ ¥ Y ¥
R Expiration Date: | ) | | | | | 7 |
’ M B 0 D ¥ ¥ ¥ ¥
: T

Doctor’s Signature:

*The term “Rx [ssue Date™ is the

**Absent a valid medical reason
longer prescription lengths, the
for deviating from the defauitfo
documented and attacheq. Notd

T

the preseription cannot expire Jess than one yaar after the'issi

that this information may be provided to the satient,

1355028

date on which the patient receives a copy 6f the prestription at the completion of their contact fens fitting.

e date in any state {or, in states that permit

prescription cannot expire before the date specified by the s_téte). If the prescriber has a valld medical reasen
bscription length Under state law at the ¥me the prescription was jssued, we ask that the medical judgment be

S

s
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Dear Eye Care Provider, 7 . o C LS
* Weare requesting_the' dontact lens prescription for the following customer pursuant to the Fairn&ssito
Contact Lens Consumtr; Act (Public Law 108-164), which requires the prescriber to provide a copyof

the contact lens prescription to any person designated to-act on behalf of the patient. This customer
has authorized 1-800 CONTACTS to request this information an his/her behalf. This is not a contact_ lens
order verification request. ’ ,

Please either {A) send|ub a copy of the customer’s actual prescription, or alternatively, (B) complete and
send back to us the Prescription Form below, including all parametérs,_ applicable dates, and signature.

€

The actual prescription.or Pre‘scription Form should be sent te our toll-free fax number 1-888-407-2020
by 05/14/2015. Please returnthis form even if the parameters below are correct. . t

Patient Name: “ o Address: m:h S
Brand/Man ufgcturer “Fower N " 'BaseCurve . Diameter Cylfadd .. Axis ‘.
oD | Blomedics 95 ok | 5507 . I 0 .. | 142 | 0.00 l 0 |

0s I Biomedics 35 Epk ‘ . I ‘1.4.2 _ |o.oo |o | IR .
Exam Date: l l - [ | | | .
| M ) Y VY ¥ i
Rx Issue Date*: [ | | | | J -
M ¥ Y Y ¥
Rx.Expiration Date:' [ . I - | " **"‘ s | l | . | - ] l i l
’ M M o ER ¥ ¥ T ¥ Yo
Doctor's Signature: - . L N

i
N ‘

STV " . . . .\
*The term “Rx Issue Date” is theldate on which the bE’fie’h&_ reteives a copy of the prescription at the completion of their contact ens fitting.

**Absent avalid medical reason| the prescription canriot exp.?é less than one year after the'issite date in any state {or, in states that permit
longer prescription lengths, the preseription cannot expire before the date specified by the state), If the prescriber has a valid medical reason
for deviating from the defaultiprpscription length.unde; state law at the time the prescriotion wa’s:is_sUed, we ask that the med'cal judgment be
documented and attached., Npta that this information may be provided to the patient.

1358565 ' ,

o3 ]

T
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Dear Eye Care Provider

We are requesting the
Contact Lens Consume
the contact lens prescr
has authorized 1-800'C
order verification requg

Please either (A) send
send back to us the Pre

The actual prescription
by 05/14/2015. Please)

|

) -" s ! . 7 ' Noos ” e
5/7/2015 10:03:10 PM DPAGE 1/001 Fax Server .

. -
-

i

contact lens préscription for ihe following customer pursuant to the Fairness to
rs Act (Public Law 108-164), which requires the prescriber to provide a copy of
ption to any person designated to act on behalf of the patiené; This customer
ONTACTS to request this information on his/her behalf. This is not a contact lens
#S1.

s a copy of the customer’s actual prescription, or alternatively, .(B) complete and
scription Form below, including all parameters; applicable dates, and signature.

or Prescription Form should be sent to our toll-free fax number 1-888-407-2020
return this form even if the parameters below are correct.

-
-

- ] - — - . by
Patient Name: ~mani®. Address: - ’ -4
: Q-S‘.' . ’ ) S o
Brand/Man..sf cturar Power . Base CL;rve Dlam;etér CyI/Aa‘d- Ax}s )
oD | Acuvue 2 (6pk} 475 | 8.30 | 14.0 Lo.oo |o J A
0s | Acovue 2 (dok) 75 | 8.0 N 140 | 0.00 o, 7 B . N
Exain Date: l I | | | [ | | ' : .
M M 0 oy ¥ v ¥ v ! "
Rx [ssue Date*: ' | | | I ’ - | ks [ | | -
M M b D ¥ ¥ y ¥ ) .
. -
Rx Expiration Date: s l . I l | I I I |
M M N ) D v ¥ ¥ Y

Doctor's Signature:

*The term “Rx Issue Date” is the|
£l

**Absent a valid medical reas'l)r!
jonger prescription lengths, the
far deviating from the defaultfpr|

date on which the patient receives a copy.of the prescription at the completion of their contact lens fitting,

L
‘the prescristion cannol expire less than one year after the issue date inany state {or, in states that permit
rescription cannot expire befork the date specified by the state). |f tie prescriber fias a valid medical reason
Bscription length under state law at the time the prescription was issued, we ask that the medical judgment be

documented and attached. Notg that this information may be provided to the patient.

1358507 -
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Dear Eye Care Provider, v

We are requesting the contact lens prescription for the following customer pursuant ta the Fairness to

Contact Lens Consumer
the contact lens prescri
has authorized 1-800£

Please either (A) send|uf
send back to us the P as

The actual prescriptio
by-05/14/2015. Please

5 Act (Public Law 108-164), which requires the prescriber to provide a copy of
btion to any person designatéd to act:on behalf of the patlent. This customer
ONTACTS to request this information on his/her behalf. This is not a contact lens
order verification request.

a

5 a copy of the customer’ s actual prescription, or alternatively, (B) complete and

cnptron Form below, including all parameters applicable dates, and signature.

br Prescrlptron Form should be sent to our toll-free fax number 1-888—407 2020
return this form even if the.parameters below are correct B

IR

[l

 for deviating from the defairly
 documented and attached, Nots

5 ! . . N Xt
- N —f . ]
Patient Name: Jipvsbegpis . Address: | SIS,
“c..\ ) ‘ . " 3 .-
_— , k
Brand/Manufccthrer Power ‘ Base Curve ' ) D.iameter Cylfadd: Axls
oD . | Acuvue Ad\] atjce (6_pk) l'-5.25_ I 2,30 I 140 | 0.00 lO 4' L
0s | acuvuesddadcefopty | 475 | 830 | 140 | 0.00 |0 I
) "‘. \‘
Exam Date: e | . | | | | | l . l - - | ) |
"‘..l\ " M M ] D Y T ¥ ¥ ¥ ’
LI . . s
Rx Issue Date®: . [ ) ‘_.l . | ., I ) l | 5. J '_l [ . J
M LIS o v ot ) v Y ¥ 1
Rx Expiration Date: | - l | I l | J
Tl owm M D v ¥ ¥ Ty

Doctors Signature:

*The term “Rx [ssue Date” is the
L

**Absent a valid medical reashn
longer prescription lengths, the

date on which the patieni_?ece?i'es 3 copy of the prescription at the completion of their contact lens fikting.

- . L]
the prescription cannat expire fess than one year after the issue date in any state {or, in states that permit

hrescription cannot _expire'before the date specified by the state). If the prescriber has a valid medical reason
prieseription tength-under statelaw at'the time the prescription wasissued, we ask that the medical judgment be

e

that this information may be provided to the patient.

1358338

.
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.

. **Absent a valid medical rea,

-.the contact lens pre

- * e
*The term “Rx Issue Date” is

‘Dear Eye Care Provide

i

[

We are reqdes'ting t
‘Contact Lens Consu
¢
has authorized 11806(
order verification réqt

Please either' (A) send
send back to usthePr

L )

" ! L 1 ' I L 1
¥ PIRC TR - s . RN " .
[ £00h T e,k i - 3

5/7/2015'9:18:26 PM PAGE  1/001

FaxXx Server

O

£ o

.18

T

contocts

[ E .

L -
. d

contact lens prescription for the foilowing customer pursuant to the Faimess'to

@rs Act {Public Law 108-164), which réquires the préscriber to provide a copy of

ription'to any person demgnated to act'on behalf of the patient. . This' customer
CONTACTS to request th|s mformat:on on hts/her behalf. This is not a contact lens
est, .

us a copy of the customer‘ sactual prescrlptlon, or alternatwelv, (B) complete and
=scnpt10n Form below mc!udlng all parameters, appllcable dates, and signature;

The actual prescriptio‘n"or Prestription Form should be sent‘ t0 our toll-free fax number 1-883-40772020

by 05/14/2015, Pkas

e return this form even if the parameters below are correct.

-

Dactor's Signature:

- : T " : - B . -" . : I ’ '
Patient Name: b Address: —_
- E i o npTee T T . :
Brand/Manufacturer " power - h B'ase Curve t;lameter cyljadd Axis
- oD | aiofinit'yeps:q ‘ - |37 | sec ° | 140, | 0.00 lq ]
08 - Lﬁiofini'tyép!‘#“_' ‘ | 1.i_=_; T Jae t | 140 loo = o
Exam Date: I | “ 7 | ’ | | | : '
| it om M o - 0 Y ¥ i v
. R ssue Date®: . : | - | g ‘“ I T ' I ] . ] .
1o om0 _' I Y v ' .
Rx Expiration Date: | ] | | - l . l . I ]
S N Y M. L 87 4w, D -yt Y Yy

th

on;

o Sy Tt . -
2 date on which thie patiént.recelves a copy of the prescriptionat the completion of their contact lens fitting.

he
p

longer preseription lengths, t
for deviating from the defaull
documented andsttached.,

)
R

i

OTE that this mformatnon maybe prov;ded to the oahent [

: the prescription cannot expire tess than one year after the issue date in any state [or, in states that permit
prescription cannot expire before the date specified by the siate) Ifthe prescriber has a valid medical reason
reseription length under state law at the lime the p'escnpt,on was issued, we ask that the med[cal judgment be .

-

v o

1357887
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Dear Eye Care Provid

(1]

B

We are requesting the contact iens prescription for the following customer pursuant to the Fairness to
Contact Lens Consumers Act (Public Law 108-164), which requires the prescriber to provigde a copy of
the contact lens prescription to any person designated to act on behalf of the patient. T}_;'l's'cu_st_omer
has authorized 1-800 CONTACTS to request this information on his/her behalf. This is not a contact lens
order verification reguest.

-

Please either (A) senid|us a copy of the customer’s actual prescription, or alternatively, (B) complete and
send back to us the Prescription Form below, including all parametars, applicable dates, and signature.

The actual prescriptjon or Prescription Form should be sent to our toll-free fax number 1-888-407-2020
by 05/05/2015. Please return this form even if the pirameters below are correct.

A
v amgn N

Patient Name: !_. Address: m

Brand/Manjufacturer Power Base Curve Diameter Cyl/Add Axjs

oD ] Soflens 38 pk f -7.00 ’ 8.70 , 14.0 lo.oo lo —l

05 l Soflens 38{6pk T—4.25 l 8.70 ' 14.0 I0.00 j 0 j

Exam Date: ’ L , , - - l T l J ]

M M D w? Y ¥ Y Y
Rxlssue Date®: l | L J [ ! L ‘]
M M ] 2 Y ¥ Y ¥
Rx Expiration Date: | | | . -.L [ l I
M M D 5 Ty Y Y ¥

Doctor's Signzature:

*The term "Rx Issue Datey i§ the date on which the patient receives a copy of the prescription at the completion of their contact lens fitting.

"*Absent a valid medical regsen, the prescription cannet axpire less than one year aftes the issue date in any state {or, in states that permit
longer prescription Iengt‘rF, the prescription cannot expire before the date specified by the state). |fthe prescriber has a valid medical reason

for deviating from the defadlt prescription length under state law at the time the prescription was issued, we ask that the medicaf judgment be
documented and attached., | Note that this information may o2 provided to the patient.

. 1246328
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RF5-01 5/14/2615 11:55:068 AM PAGE 1/001 Fax Server

s

“ , Patient Name: o NNT

St 1800 contacts’ 4

Dear Eye Care Provyiger,

‘Wa aré requestmg the éontact lens prescription for the following customer pursuant to the | Falrness to.
Contact Lens ConsL ers Act (Publlc Law 108-164), which requires the prescriber to prowde a copy of
“the contact lens preseription to any person designated to act on behalf of the patient. This customer

. has authonzed 1-800 CONTACT 5 to.request th:s information on hxs/her behalf. This is not a contact lens

“order venF cation request

Please either (A) serld-us a copy of the customer’s actual prescription, or alternatively, (B) complete and
send back to us the'Prescription Form below, including all parameters, applicable dates, and signature.

The actual prescription or Prescription Form should be sent to our toll-free fax number 1-888-407-2020
by 05/21/2015. Please return this form even if the parameters below are correct.

o

A_ddress' m

& . 1 H . E
‘ ¥ L a-_ o W

Brand/Manufacturer Power Base Curve Diameter Ovl/Add Axis
oD 3 l Acuvue'[ipk) | -4.25 I 8.40 ] 14,0 | 0.00 IO
05 . . LAc'uvue (8pk) ) | 4.25 -l..a.amr - | 14.0 [ 0.00. - | a
Exam Date: I I ' | - [ I | | | I J
M M [} ) Y Y Y ¥

" Rxlssue Date®: | I I I ] | "" I l |

_ . (¥ M b o vy ¥ Y Y
Rx Expiration Date; | . l ) l . I . :| . I | l . J
. M M b o ¥ ¥ Ty ¥
Doctor’s Signature:
" _‘_ I 41 ¢ R ) o .134.» e £ - n‘ - o

* 'The term "Rx.lssue Date" ik the date on which the pat|ent receives a copy ofthe prescrlption atthe completion of thelr contact lens fitting.

**Absent a valid medicallrepson, the prescription cannet expire less than one year after the issue date in any state {or, in states that permit
longer prescription lengths,|the prescription cannot expire before the date speclﬁed by the state). If the prescriber has a valid medical reasen
for deviating fram the defadit prescription length under state law at r.he time the prescription was issued, we ask that the medical judgment be
docurnented and attached. [Note that this information may be provided to the patient.

1418482
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1800 CongCs _

Dear Eye Care Provider,

.

We are requesting the dontact lens prescription for the following customer pursuant to the Fairness to
Contact Lens Consumers Act (Public Law 108-164), which requires the prescriber to provide a copy of
the contact lens prescription fo any person designated to act on behalf of the patient. This customer
has authorized 1-800 CONTACTS to request this information on his/her behalf. This is not a contact lens
order verification requast. ' ’

-

Please either (A) send us a copy of the customer’s actual prescription, or alternatively, (B) com-p-lete and
send back to us the P"escriptian Form balow, including all parameters, applicable dates, and signature.

The actual prescriptian|or Prescription Form should be sent to our toll-free fax number 1-888-407-2020
by 05/14/2015. Please return this form even if the parameters below aré correct.

Patient Name:  corumitIERRS:: . - Address: <
apah, )
-
Brand'/Manngcturér Power Base Curve Diame;;r Cyi/add ‘ Axis
oD I Puravisian 6|l>k | -2.25 I 8.60 | 14.0 I0.00 lO
0s mrevis?un ﬁ;k | -2.50 I 8.60 | I 14.0 |o.oo |o
Exam Date: ‘ | ) I } | I I 4 . I
[ m M D by Y Y oy Y
Rx Issue Date*: l | | I | . | | I
‘ M M D ) ¥ Y ¥ Y
Rx Expiration Date: l I | ~ | I l ! l l J
T w M D o Y Y Y ¥
lDactor’s Signature: ‘

*The term “Rx Issue Date” i§ tHe date.en which the patient recelves a copy of the prescription at the completion of their contact lens fitting.
~*Absent a valid medical redsgn, the prescrintion cannct exp re less than one year after the issue date in any state {or, in states that permit
lenger prescription lengths, Yh 2 preseription cannot expire before the date specified by the state]. I the prescriber has a valid medieal reason
for deviating from the defadlt brescription length under state taw at the tme the prescription was issued, we ask that the medical judgment be
documented and attached. [Nite that this information may be provided to the patlent.. w

1357306 -

R
.
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RFS 03 o 5/8/2'015 8 03: 30 AM-’ PAGE " 1/001 Fax -Server :
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. ' “Dear’EyeCare Provider’s' “. L .‘ e ' .
" 2 i ;. * . b '
. N : e AP :
We are requesting the,contact lens prescnptnon for the followmg customer pursuant to the Fairness to
Contact Léns Consum efs Act (Public Law 108 -164}, s whlch requires the prescriber to prowde a copy of
. the contact lens prestrjption to any person designated to act on behalf of the patient. This customer
has authorized 1-800 CONTACTS to request thls mformatmn on hls/her behalf. This is.not a.contact lens
.order veriﬁcation request. P R . .
Please either (A) send th a copy of the customer’s actual prescnptlon .ar alternatwelv, (B) complete and.
. -send back to 0s thé Prescrlptlon Form below,.lncludlng aII parameters applicable dates and 51gnature oy
_ " The actual prescripti 'n or Prescr:pt:on Form should be sent to our toII free fax number 1-888 407—2020 ’ ' ’
- by 05/14/2015. Pleasd return this fornveven if the parameters below. are correct.
, Patient Namie: ~wiliNUNENGN. AU :
- . ' fi RER RN N + \
v Lt . E ; o " ¥ ' et L Y e ’ Cor L . .
. . ‘ g 3 . -u, . . v . . .‘:, . :__-' . ' ; v . e Lo il
I Brand/Manufacturer Power . Base Cu‘rve - Dfameter Cvl/Add o Axls "o
LoD < | Biofinity Torig 6pk I 450 - : ‘.L 8.7&..,| | 14 5 EIE J 0.75 | 150. - |
[ f - T - ) " " . " = - .
. 05 . LBiofinithc rik 6pk | 4%, | 870 -~ l 145 [-0.75 Izo |
Exam Date: . i I . | l L . I | I | - | ‘
o om M . B 4t oag v X Y
Rx Issye Date™: AR [ T ‘ S | | l t | ' | :
. M Y b S Yy .
r a |t ’ . " : ! < '
B . “' ‘ k - L. [ .' - .' > — -
) Rx Expiration Date:  jl. | - | B l . I . ] : | i A ‘|*' J
r o ) M A o+ o Ty : YOy _ Y
Fl N : . . - . N - ¢ . N
N Doctor’s Signature:, J T I I s
- - T A . S _“_," i T T '-,. " PR . R -, :
) : ﬁ'Th'e_tem'; “Rx}&sue Iﬁate"‘is he date en which the pat e‘nr.l receuves 2 copy of the prescriptlon 3t lhe completlon of the|r oantact lens htung . ot
. " . e Tyt 1 N 3
' . "Absent avalld medical rea cr’] the prescrlptron canncr. expre: Iess than one yaar, after thmssue date in any state {or, in stateés'that permlt
, longer prescnpnon lengths, ?e prescnpt;on cannot exqire before the date specified by the state) itthe prescriber has & valid medical reason
RSN . fordeviatiag from the default ascription length undér state law at the time the p'escnpt;on Wwas issued, we ask that the medieai judgment be -
"documented and ‘attached. t\éta thatthls information mavbe provided to the satient, .+
' - e - -1363264 T )
- ‘= . \“ MERE - N . 3
1 3 v [
1 P . N . ' f
Ty ik oo S Con ) - . '
Y " V - b co -
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“Dear Eye Care Prgv;d’er ; oo . z

.

1 90N AL ¥ L T I N e v e i !t >,
i | M : 3

X 5/8/2015 10 14:54 AM PAGE 1/001 Fax Server. g

s ' "-&\ g

| 18’3f‘a COE‘Z.“QICE*’”

-1 R : -
. .
L ’ N ] '( .

' s

: ‘-4‘

"We are'requestingt econtact lens prescnptlon for the followmg customer Jpursuant to the Falrness to
Contact Lens Consu ars Act (Pubhc Law'108-164), which requ:r‘es the prescriber to provide a copy of

.t

|

he contact lens presc iption to any person desngnated to act on behalf ofthe patient. This customer
has authonzed 1- BOd ONTACY S to request this mformatlon on hts/her behalf Thls is not a contact lens

: order venf‘catuon re

Please either (A} _sen
send back'to us t'he‘Pr scrlptlon Form below |nclud|ng all parameters applicable dates and 5|gnature

. The actual prescript
by 05/14/2015. Ple

#!

! - Y "

quest.. toL - T e
- N ': i .

152 copy of the customefs actual prescruptlun or alternatively, (B) complete and.

' 1 r, T

Ifm or Prescription, Form should be sent to our to[l free fax number 1-888-407-2020 ,

se return this form even 'if the parameters,below are correct. '

'1 Ekam Date:

" 'Ry Expiration Dates

“documented and attached

‘Patien-t Name: wmulER» =~ . - - Address: ~

X . : s
Lo e L Fme g

1 . h

REE .
' . Yl N . - s
. A ' . ce B - el . [
. b i .

_ Brand/Manfacturer ) . Power ¥ . BaseCurve - Diameter Cyi/Add ' Axis .

‘op - |$AcquéA{1vance‘(‘6pk) I Ism |14o_ o , |o |

* [ . o .
N Lo '-i~,‘ Tt -’\‘-’\‘

:OS' ' | ActtvueAdUance'ijk)‘ |-3.25-, 1870 . "f"' 14!-07 i IOOO ' |° - |

'
L

v

’

Rx Issue Date*:

Doctor’s Signature: ' |~

P L

*The term “Rx Issue Date”

**Absent a valid medical ri
longer prescription lengths)

f

e
N
2

s fhe daté on whith thé patient recélves a 'eé'pﬁ of the' prescription atthe completion of their contact lens fitting.
[ st . 4 .

a0 on, the prescnptum cannot expire less than one year after the issue date in any state {or, in states that perrml.
t e presenpt:on cannot explre before thedate speat‘ed bythe stata) If the prescriber has a valid medical reason

x

o=

for deviating from the 'd_efat}'l prescnptuon length under state’ !aw at the time the pres:nptlon was 1ssued we ask that Lhe medical judgment be

]Note that this information may be prowded 1o the patient. . "

| . 13e4183. - T .. _

£
Ps-
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" has authorized 1-800 G

Dear Eye Care Provider}

5/14/2015 7:49:57 PM PAGE 1/001 Fax Server

1 H N

1800 contacts’

v

We are requesting the rontact lens prescripﬁon for the following customer pursuant to the Fairness to
Contact Lens Consunle rs Act (Public Law 108-164), which requires the prescriber to provide a copy of

the contact lens prescrjption to any person designated to act on behalf of the patient. This customer

order verification request.

N )
- i ' 1 . e

ONTACTS to request this information on his/her behalf. This is not a-contact lens

'Please either (A) send us a copy of the customer’ s actual prescription, or alternatively, (B) complete and
send back to us the Prascription Form below, including all parameters, applicable dates, and signature.

The actual prescription or Prescription Form should be sent to our toll-free fax number 1-888-407-2020

hy 05/21/2015. Please

return this form even if the parameters below are correct:

Patient Name: F

o

Address: .
LT

t

Brand/Manufacturer Pawer Base Curve Diameter Cyl/Add Axls
‘oD | ProclearllDavMultifocalSOpk| -4,25 . l 8.70 | 14.2 I0.00 |0 J
os | Proclear 1 Day Multifocal 30pk | -4.25 I 8.70 , 142 I 0.00 | 0 J

Exam Date: l
: M M ) ] ¥ Y ¥ Y
Rx Issue Date®: | | | | | I ' | I
: M M D D ¥ ¥ Y Y
’ .
Rx Expiration Date: | . | | I | l | | I
™ M D D Y Y ¥ Y

Doctor's Signature;

*The term “Rx lssue Date” s the date on which the patient receives a copy of the prescription at the completion of their contact lens fitting. .

**Absent a valid medical reagon, the presceiption cannot expire less than one year after the issue date In any state {or, in states that permit
“longer prescription lengths, the prescription cannot expire before the date specified by the state), If the preseriber has a valid medical reason

for deviating from the defaul} prescription length under state law at the time the prescription was issued, we ask that the medical judgment be

documented and attached, Note that this information may be provided to the patient.

1425261
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1800 conliacts

Dear Eye Care Provider,

We are requesting the contact lens prescription for the following customer pursuant to the Fairness to
Contact Lens Consumers Act (Public Law 108-164), which requires the prescriber to provide a copy of
the contact lens presdription to any person designated to act on behalf of the patient. This customer

has authorized 1-800 LONTACTS to request this informatian on his/her behalf. This is not a contact lens

i

order verification reqiiest.

Pleasé either (A) send us a copy of the customer’s actual prescription, or alternatively, (B) complete and
send back to us the [Prescription Form below, including all parameters, applicable dates, and signature.

The actual prescription or Préscription Form‘shou‘Id be sent to our toll-free fax number 1-888-407-2020
by 05/21/2015. Pleaje return this form even if the parameters below are correct.

Patient Name: ~=SiNNR»— Address:

A
R~
Brand/Manbifacturer Pow:é‘r Base Curve Dlameater Cyl/Add ‘ Axis
’ oD | giomedic!s XC 6pk | 5.00 ] 8.50 | 14,2 | 0.00 ' |0
05 | Biomedids ¢ 6k | ss0 . | 250 _ ,|.14'2 | 0.00 lo
Exam Date: | | | | i | ] | I J
M M Y 0 v ¥ ¥ Y
Rx Issue Date*: - 1 | ) | | ) | | |
M M D o oAy Y Y Y
Rx Exl;iration Date: ‘ I | - | I | I |
M Mmoo o D Ty Y ¥ Y

Doctor's Signature:

*The term “Rx Issue Date” s the date on which the patient receives a copy of the prescription at the completion of their contact lens fitting.

**Absent a valid medical reashn, the prescription cannot expire less tian one year after the Iszue date in any state {or, in states that perrait

longer prescription lengths| tHe prescription cannot expire before the date specified by the state). 1 the prescriber has a valid medical reason -

‘for deviating from the defajilf prescription length under state law at the time the prescription was issued, we ask that the medical judgmént be
documented and attached.| Note that this information may be provided to the patient.

1428726

R
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i

(I
:

The actual prescript

v

order verification re

Dear Eye Care Provid

‘We are requestlng th
Contact Lens Consu
the contact lens pres

has authorized 1-800 CONTACTS to request this information on his/her behalf. This is not a contact lens

Please either (A) sen

5/14/2015 5:45:32 PM DPAGE’

‘17001 Fax Server

| zsooéomozétsa ;

er,

g contact lens prescnptlon for the following customer pursuant to the Fairness to
grs Act {Public Law 108-1€4), which r,eqmres the prescrlber to prowde acopy of
o iption to any person designated to act on behalf of the patient. This customer

Uest. . ' - . )
' * - G s =

djus a copy of the customer’s actual prescrlptlon or alternatively, (B) complete and

send back to us the Preseription Form: below |ncludlng all parameters applicable dates, and mgnature

lon or Prescriptign Form sh_ou[d,be sent to our toll-free fax number 1-888-407-2020
- by05/21/2015. Please return this form even if the parameters bélow are correct.

<

K Patien'; Name: ” Address:.
. N 2 -
\ e B
IO i
. * ' “ H i ‘
* N BrandIMao ifacturer Power Base Curve Diameter Cyl/Add Axis
oD { Acuvue Cl)a vs 12pk J 4,25 i | 8.40 l 14.0 | 0.00 . | 0
.OS l Acuvue Qagys 12pk T -4.25 _ | 8.40 J 14.0 | 0.00 ID J
E-xam Date: | 1 : | I ! I I | N | J

. I‘ixlss_qe Date*:

Rx Expiration Date:

Doctor's Signature:

| | e I | |
M’ Mo D ‘p ¥ Y Y Y
M M b D Y ¥ Y ¥

*The term “Rx Issue Date”|

s the date an whicH the patiant receives a copy of the prescription at the completion of their contact lens fitting..

**Absent a valid medical reafan, the prescription cannot expire less than one year after the issue date in any state {or, in states that permit
longer preseription lengths, the prescription cdnrot expire before the date specified by the state). Ifthe preseriber has a valid medical reason

for deviating from the defau

documented and attathed.

ote that this information may be provided to the patient. |
-1423598-

‘

FROM

t prescription length under state law at the time the prescription was issued, we ask that the medical judgment be

i
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+

Dear Eye Care Provi

order verification re
' 'send back to usthe

by 05/21/2015. Pl

jo N
==

5/14/2015 5:45:32 PM PAGE ~ 1/001  Fax Server

1800 contacts’

Ir’

: We are requesting the contact lens prescrlpt:on for the fallowing customer pursuant to the Falrness to

Contact Lens Consu rﬁ[ers Act (Public Law 108-164), which reqwres the prescrlber to provide a copy of

the contact lens pre
has authorized 1-80

5 nptlon to any person designated to act on behalf of the patient. This customer
O[CONTACTS to request this information on his/her behalf. This is not a contact lens

quest. .

.

Please either (A) se dusa copy oF the customer’s actual prescrlptlon ‘or alternatively, (B) complete and

The actual prescript

I5rescr|pt|on Form- below lncludlng all parameters ‘applicable dates, and mgnature

ion or Prescription Form should be sent to our toll-free fax number 1-888-407-2020

age return this form even if the parameters below are correct.

Patient Name: _

Address:

Diameter

Base Curve

¢ * Brand/Manjifacturer Cyl/add Axis
) | Acuve Dasys 120k 4,25 | 540 | 140 | 0.00 o
Qs ’ Acuvue Ogsys 12pk r-4.25 I 8.40 I 0.00 l 0
E:xam'Date:‘ ) o l - Iﬁ l 4|
M M D o Y Y ¥ ¥
l_ﬁx Isste I:Jatg'.: I fl | v | | | I
' 1 oo™ T - : T v Y ¥ ¥
o TS s L B .
Rx Expiration Date: ' | - | | | ) | l
: oo™ M LT ol " ¥ ¥ v Y

Dactor's Signature:

*The term “Rx issue Date’

Ioriger preseription lengths,
for deviating from the de

documented and attached.

is|the date on which the patient receI\;ves a copy of the prescriptTnn at the completion of their contact lens fitting.

“**Absent a valid medical e son, the prescnptmn carmct expure less than one year aftér the issue date in any state [or, In states that permit

the prescnpnon “ednnot expire before the date. spemﬁed by the state) Ifthe prescriber has avalid medical reason
ult prescription length under state law at the time the prescription was issued, we ask that the medical |udgment be
Note that this infermation may be provided to the patient.

1423598
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n
3

&

' it 1800 contacts

Dear Eye Care Provider,

We are requestipg the contact lens prescription for the following customer pursuant to the Falrness to
Contact Lens Copgumers Act (Public Law 108-164}, which requires the prescriber to prowde a copy of
the contact-[ens prescription to any person demgnated to acton behalf of the patlent This customer

Yoo [
] A é: oA
TR -‘,du: N R A

Yrtiad sabd

rder verlf‘ catio

e Please either (A} send us a copy of the customer’s actual prescription, or alternatively, (B) complete and
send back to us tHe Prescription Form below, including all parameters, applicable dates, and signature,

The actual prescription or Prescriptior_n Form should be sent to our toll-free fax number 1-888-407-2020
by 05/21/2015. Hlease return this form even if the parameters below are correct.

. 8 B . R R .
. R N . [ H

Patient Name: =i Address: SN
F
' Branﬂuanufaé;ﬁré‘r - powier Bas‘e Cirve ~ " Dlimeter CVI/Ada'KML Axis
oD | Sofléh_sss'roric 6k | 075 [gs0  ~ ] 1as [ 175 | 120 I
I 0s | SOﬂapseéTonc Gpk | 100 | 850 | 145 | 225 [0~ - |

Exam Date: |

f——mamoalL . L
4
s

) M
Al i : 0y ba el r'-r-. : ':h- B “7 Ted L.wi'.,fl\-\. E
o Rx Issue Date*: TR
we ™
Rx Expiration Date: l [ I . I | | | I J
M M o D Y Y ¥ Y
Tre e e i3 B ey 20, Vo AR A : 3 t A
Doctor’s Signature; : st 0 - H i

*The tarm “Rx Issue Dati” is the date on which the patient recaives a copy of the prescription at the completion of thair contact lens fitting.

" **Absent avalid medicdl reason, the prescription cannot expire less than one year after the issue date in any state for, in states that permlt

. longer preseription le 'l;hs the prescription cannot explre before the date specified by the state). If the presciiber has a valid medical reason
for deviating fram the default preseription length under state law at the tirme the prescription was issued, we ask that the medical judament be
documented and attachzd, Note that this information.may be provided to the patient.

1418476
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1800 contacts”

Dear Eye Care Provider,

. We are requesting the contact lens prescription for the following customer pursuant to the Fajress to
" . Contact Lens Consumers Act (Public Law 108-164), which requires the prescriber to provide a copy of
. the contact lens pregeription to any person designated to act on behaif of the patient. This customer

e hagauthonzed 1-8 CONTACT S to  request:this information on hls/her behalf This is nota contac}t lens

order verification ' ST e

Please either (A) send us a copy of the customer’s actual prescription, or alternatively, (B) complete and
send back to us the Rrescription Form below, including all parameters, applicable dates, and signature.

The actual preecribtian or Prescription Form should be sent to our toll-free fax number 1-888- 407-2020
by 05/21/2015. F{I..z se return thIS form even if the parameters below are correct.

D

h rr "' 4 iy . . - r

‘g_

- Patient Name:

. 4 Address: =

A e

. Brand/\ a hufacturer Pawer _Base Curve Diameter Cyl/Add Axis
oD | 1-Day Acuvue Moist (30pk) | -4.00 1 B.50 | 14.2 R.oo | 0 J
| _
s | 1-Day Atdyue Molst {30pk) | 400 I 850 - l 14.2 Hoo lo |
Exam Date: I ] , _ J ) AL L l I ] )
. VI A, . p Yo Y ¥
Rx Issue Date*: - l ] | ] | J
: s M ¥ ¥ Y
Rx Expiration Date: | ] J N l . | T | | | I
M . M o o ¥ vy ¥

Doctor’s Signature:

*The term “Rx Issue Datef s the date on.which the patient receives 2 capy of the preseription at the completion of thelr contact lens fitting,

**Absent 3 valid medical [€3son, the prescription cannot expire less than one year after the issue date in any state {or, in states that permit
longer prescription Iengtjs,LJthe preseription cannot expire before the date specified by the state). If the prescriber has a valid medical reason
for deviating from the defaylt prescription length under state law at the time the préscription was issued, we ask that the medfcal judgment be
documented and attached. [Note that this infarmation may be provided to the patient.

1418374
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o

‘ - - 1800 contacts
Dear Eye Care Provi

We are requestmg the contact Iens prescnptlon for the followmg customer pursuant.to the Falrness to
_ Contact Lens Consuy mers Act (Publsc Law 108- 154), WhICh requires the prescriber to prowde a copy of

der,

P the contact lens prescription to any person de51gnated to act on behalf of the patient, This customer

PR has authorlzed 1-300. CONTACTS to request this mformatlon on his/tier behalf. Th|s is not«a contact lens

TR S order vérification quest. _ P
- " Please either {A) setid us a copy of the customer’s a"ctﬁéi‘br'ésjgfi%'pi‘idﬁ',' or alternatively, (B) complete and

send back to us the|Prescription Form below, including all parameters, applicable dates, and signature.

The actual prescri ptlon or Prescription Form should be sent to our toll-free fax number 1-888-407-2020
by 05/31/201'_5, Flease return this form even if the parameters below are correct.

. Patient Name; | afiuwemmine . Address:, P>

S :- T ! Brand/Manufacturer Power Base Curve Dlameter Cyl/Add Axis

' oD | Biofinity [oric 6pk_ . | 2,75 | 8.70 I 14.5 |-0.7s , ’180 l
as ) ] Biofinity oric 6pk ] 8:70_ l 14.5 ]-1.75<= Iﬂ’ J
Exam Date: | I l | l | i 4’

M M D o Co Y Y ¥
Rx [ssue Date*: l l | . l l

.‘ Yo y Yoy

' .‘.',". Sl

Rx Expiration Date: | l | L J

o : ' ¥ ¥ ¥

Doctor's Signature:

o *The term “Rx lssue Date”, s thi date on whlch the patlent recewes a ccpy of the pr: _u_cnptmn at thé oompletmn of the»r contact lens fitting.
**Absent 3 valid medica| r3asen, the présceiption cannot expire less than one year after the issue date in any state (or, in states that permit
lenger prescription lengths| the prescription cannot expire before the date specified by the state), If the prescriber has ?valid medital reasen
for deviating fram the defaplt prescription length under state law at tr!e time the prestription was issued, we ask that the medical judgment be
documented and attached| Note that this information may be provided to the patient.

1418695
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