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1800 contacts· 
Dear Eye Care Provider, 


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


contact Lens Consumerf 

the contact lens prescrip 

has authorized 1-800 C0 

order verification requJs 

Please either (A) send ul 
Isend back to us the Presc iption Form below, including all parameters, applicable dates, and signature. 

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

by 04/01/2015. Please r 

I 
Patient Name: 

turn this form even if the parameters below are correct. 

Address: .,·.. 

ds·* 2 p, 

Brand/Manuf curer Power Base Curve Diameter Cyi/Add Axis 

00 I 1-Day Acuvue 

I 
OS I 1-Day AcuvuJ ~ 

I 
Exam Date: I I 

I 
Rx Issue Date•: I I 

I 
Rx Expiration Date: I I 

Doctor's Signature: 

'The term .,, "'"' O"e" Is th1 

• • Abseot 'volid medicol reaso{ t 
longer prescription len~hs, the r 

for deviating from the default p e s 

documented and attached. No t 

~ct (Public Law 108-164), which requires the prescriber to provide a copy of 

1on to any person designated to act on behalf of the patient. This customer 

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

. . 

copy of the customer's actual prescription, or alternatively, (B) complete and 

oist (90pk) I -3.7S I 8.so I 14.2 I o.oo lo J 

oist (90pk) I -3.75 I 8.5o I 14.2 Io.oo lo J 

I .I I I I I I J 
y yM M 0 0 y y 

.tY 

I ' '- 1- I I I I I I 
y y y yM M 0 0 

.. I I I I I I I I 
M . ,M 0 0 y y y y 

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

e prescription cannot expire Jess than one year after the issue date in any state (or, In states that permit 

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

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

at this information may be provided to the patient. 

1133124 

.. 
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1800 contacts·... 

'· ···.• .. 
Dear Eye Car~ P~'v p"r, . • .. · . 

We are r~questing lh~contact lens prescription for the following customer pursuant to the Fairness to 

Contact Lens Consu~n ers Act (Public Law 108-164), which requires the prescriber to provide a copy of 

the contact lens prJs ription to any.person designated to a~t on behalf of the patient. This customer 

has authorized 1-8do CONTACTS to request this information on his/her behalf. This is not a contact lens 
d 'fi · Ior er ven 1cat1on r,q est. 

us a copy of the customer's actual prescription, or alternatively, (B) complete and Please either (A) se(ic 

send back to us therescription Forn'l b~low, including all parameters, applicable dates, and signature. 

The actual prescript)c nor Prescription Form should be sent to our toll-free fax number 1-888-407-2020 

by 04/02/2015. Pl~a e return this form even if the parameters below are correct. 

I '• 
, .I 

Patient Name: Address: 
' 

---~" .. 

Brand/Man facturer Power. Base Curve Diameter CVI/Add Axis 

OD , I Biofin~y 6, I -3.25 I a.6o 114.0 Io.oo lo I 
I 

OS rBiofinity Jp I -3.00 I a.6o I 14.0 Io.oo lo I 

Exam Date: I I I I I I I I 
M M D 0 y y y y 

Rx Issue Date•: 1 1 1 I I I I I 
M ~:. 0 0 y y y y 

Rx Expiration Date: 

Doctor's Signature: 

"The term uRx Issue Date" Is 

' I I I I I I I I 
M M ' 0 0 y y y y 

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

••Absent avalid med'1cal rea 
Jon get prescription lengths, t 

for deviating from the defaul 

documented and attached. 

' 

o , the prescription cannot expke le!.s than one year after the issue date in any state {or, in states that perm'1t 

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

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

o e that this information may be provided to the patient. 

1141298 
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1800 contacts' 
Dear Eye Care Pro i er, ' · 

We are requestin~ t e contact lens prescription for the following customer pursuant to the F~irness to 

Co.ntact L~ns Consu ners Act (Public Law 108-164), which requires the prescriber to provide a copy of 

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

has authorized 1-10 CONTACTS to request this information on his/her behalf. This is not a contact lens 

order verification re uest. 

Please either (A) sf d us a copy of the customer's actual prescription, or alternatively, (B) complete and 

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

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

by 04/02/2015. Pi" se return this form even if the parameters below are correct. 

Patient Name: is~••••• Address:~ 
..,. 
Qk 2 F -

OD ' 

Brand/ 

I Biofinit 

a ufacturer 

pk 

Power 

I -3:zs .. 
' 

Base Curve 

I s.6o 
Diameter 

I 14.o 
Cyi/Add 

Io.oo 
Axis 

lo I 

OS I I I I I I I 

Exam Date: I I I I I I I I 
M M D D y y y y 

Rx Issue Date•: 

' 
·I 

M 

I ··;~"17·'·-·· ..-·-1' .. 
M D 

. ~ •. 

D 

v· 
y 

I 
y 

I 
y 

I 
y 

I 

Rx Expiration Date: I I I I I I I I 
M ' M D D y y y y 

Doctor's Signature: 

••Absent a valid medical a on, the prescription cannot expire less than one year after the issue date in any state {or, in states that permit 

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

for deviating from the def u prescription length under stat~ law at the time the prescription was issued, we ask that the medical judgment be 

documented and attache . ote that this information maybe provided to the patient. 
. • . ; . .- . 1144062 
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-- .-.--·

Dear Eye care Provi e , 

We are requesting t~e contact lens prescription for the following customer pursuant to the Fairness to 

Contact Lens Consu'1' rs Act (Public Law 108-164), which requires the prescriber to provide a copy of 

the contact lens presc iption to any person designated to act on behalf of the patient. This customer 
I • ' 

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

order verification re4t est. 

Please either (A) sen~ ~sa copy of th~ ;~stomer's actual prescription, or alternatively, (B) complete and 

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

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

by 06/02/2015. Pleas return this form even if the parameters below are correct. 

I ~....... 

o/- a,~ 0 'el. ~. U II U _\, I 

Patient Name: ~~••••••a, Address: -lHoilil·:li:lili!ii"i!l];t!lliJIPP 

Brand/Ma u acturer Power Base Curve Diameter CVI/Add Axis 

OD I Acuvue A v nee for Astig. 6pk I -6.00 I 8.6o I 14.s I -1.75 I 30 I 

OS I Acuvue A v nee for Astig. 6pk I -5.50 I 8.6o ·I 14.5 I -1.75 1140 I 

Exam Date: I I I I I I I I 
y y y yM M D D 

Rx Issue Date"': I I I I I I I I 
y y y yM M D D 

Rx Expiration Date: I I I I I I I I 
y yM M D D y y 

Doctor's Signature:-!+-----------------------

"The term "R< Issue Date",] t e date oo whkh the patieot receives a copy of the premiptioo at the completioo of their contact le"' fittiog . 

.,.Absent a valid medical re s n, the prescription cannot expire less. than one year after the issue date in any state (or, in st::!teS that permit 

longer prescription lengths, n prescription cannot expire before the date specified by the state). lfthe prescriber has a valid medical reason 

'for deviating from the defa It rescription length under state law at the time the prescription was issued, we ask that the medical judgment be 

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

1469168 
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1800 contacts· 
Dear Eye Care Pro i er, 

We are request in!• t e contact lens prescription for the following customer pursuant to the Fairness to 
Contact Lens Cons~1rers Act (Public Law 108-164), which requires the prescriber to provide a copy of 
the contact lens p e cription to any person designated· to act on behalf of the patient. This customer 
has authorized 1-! 0 CONTACTS to request this information on his/her behalf. This is not a contact lens 

order verification fle uest. •:.. 

Please either (A) s d us a copy of the customer's actual prescri:tio·n, or alternatively, (B) co~plete and 
send back to us th rescription Form below, including all parame~ers, applicable dates, and signature. 

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

by 04/29/2015. P e se return this form. even if the parameters below are correct. 
' 

Patient Name1. . Address: 

<4 @3; 


1Brand/ nufacturer Power Base Curve Diameter CVI/Add Axis 

OD r Dailies tal190~k I -3.5o I s.so I 14.1 I o.oo lo I ... 
OS •., r Dailies tal190pk 1 -2.75 -r s.so 114.1 Io.oo lo I 

• . 
,- ' ..,1-'-__.L.I __ I I ' I I IExam Date: _]__~_.L._ _;_...l._...:..:...~.L.--_..L~-_..L--_JI· I 

M M D D y y y y 

~ i 

~·· Rx Issue Date•: IJL__ •: I I l ___ I ..J...I___-'-~--'---'--.JI I \ I_:,..L_____~.__.:__JL_ _,_____ 

M D y y y yM ~ 
~: . 

' 
R~ Expiration Date: 1[L[ ___..L_.,....I _ I. I I ___..LI___....JI___..LI .JI_l"-,~""",..:..L___.L ___

•t:- . . .•., 
M M D D • y y y y 

Doctor's Signature: 1-1---------------'---------

•The term "RX'Issue Oat " sthe date on which the patient receives a copy of the prescription at the completion of their contact lens fitting. 

••Absent a valid medica r ason, the prescription cannot expire less than one year after the issue date in any state {or, in states that permit 
longer prescription Ieng hs the prescription cannot expire before the date specified by the state). If the prescriber has avalid medical reason 

for deviating from the d t' It prescription length under state law at the time the prescription was issued, we ask that the medical judgment be 
documented and attach d Note that this information may be provided to the patient. 

1235718 
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Dear Eye care Pr ider, 

We are requesti~e the contact lens prescription for the following customer pursuant to the Fairness to 

Contact Lens Cons mers Act (Public Law 108-164), which requires the prescriber to provide a copy of 

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

has authorized 1[: 00 CONTACTS to request this information on his/her behalf. This is not a contact lens 

order verificatioj~ equest. 

Please either (A) s nd us a copy of the custo~er's actual presciiption, or alternatively, (B) complete and 

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

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

Address: ~:=;a;i;;;;::;:_
:: 1 : 0, Pte ::s::~ 

Power Base Curve Diameter CVI/Add Axis 
•. IOD . • -3.00 I 8.3o I 14.o I o.oo lo 

OS / Acuv 2 (6pk) I -3.so I 8.3o I 14.o I o.oo Io 

Exam Date: I I I I I I I I 
M M D D y y y 

Rx Issue Date•: I 1 ,, I I _/ l I I I 
M M .. D D y y y y 

Rx Expiration Date I I I I I I I I I 
M M D D y y 

Doctor's Signatur 

•The term "Rx IssueD t 'is the date r()l'\ whi~h the patient receives a copy of the prescription at the completion of their contact lens fitting. 

••Absent a valid medi a[ reason, the prescription cannot cxrNe less than one year after the issue date in any state {or, in states that permit 

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

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

documented and atta e . Note that this information may be provided to the patient. 

1220071 

I 

I 

I 
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1800 contacts"
' 

Prescription Reques ·: 

Patient Name: 

Fax the completed form to (888) 407-2020 

Prescription Form 

Address: 

OD 

OS 

Brand/Ma acturer 

' I ClearSigh~ 1 Day 90 pk 

I 
l ClearSigh~ 1 Day 90 pk 

Power 

I -3.25 

I -3.25 

Base Curve 

I a.7o 

I a.7o 

Diameter 

I 14.2 

I 14.2 

Cyi/Add 

I o.oo 

Io.oo 

Axis 

Ia 

lo 

I 

J 

.! 


Exam Date: I I I I I I I 
y yM M D D y y 

-l 
-; 

Rx Issue Date*: I I I I I I I I 
M M D 0 y y y y 

Rx Expiratioil-Date:-  I ·I- I I I 1- I I 
M M D D y y y y 

Doctor's Signature 

ECP Information: If o r office information below is incorrect or missing please correct it or fill in the blanks here 
orb an accompanying fax. 

Business Name: 

Doctor: 

Phone: 

~! 
Fax: 

Email: 

-I 

Pearl 
John o 

7733 

7733 

'I 
'I "'The term 

6 
RX Issue Date" rt 

'J 
,.. Absent a valid medical rea s'i ' longer prescription lengths, h 
for deviating from the defa 

documented and attached. 

~1 
' 

It 

ision Office Address: 

Grote OD, Andrea State: 

3000 City: 

3015 Zip: 

Saturday Hours: 

1730 West Fullerton Avenue 
Suite 1 
IL 

Chicago 

60614 

e 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 year after the issue date in any state {or, in states that permit 

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

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

N te that this information may be provided to the patient. 

1018121 
I 

I 
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1800contacts® 
Prescription Reques : Fax the completed form to (888) 407-2020 


Prescription Form 

1 

I
Patient Name: Address: ....... ,.. 


• 
Brand/Man facturer Power Base Curve Qiameter Cyi/Add Axis 

00 -2.25 8,30 14.0 

OS Acuvue Ahv nee (6pk) -2.75 8.30 14.0 

Exam Date: 

y y y yM M D D 

1 Rx Issue Date•:! 
M M D D· y y y y 

Rx Expiration Date: 

M M D D y y y 

Doctor's Signature 
ECP Information: It yo r office Information· below is Incorrect or missing please.coi'rect it or fill in the blanks here 

orlo an accompanying fa>.. 

Business Name: Pear e islon Office Address: F30 West Fullerton Avenue 
SuitE! 1 

Doctor: John o Grote 00, Andrea State: IL 

Phone: 7733r 3000 City: Chicago 

Fax: 77332 3015 Zip: 60614 

Email: Saturday Hours: 

• 
*The term "Rx Issue Datti"I e date on which the patient receives a cooy of tile prescr~ption at the completion of their contact lens fitting. 

"'*Absent a valid medical r as n, the :::~rescr:ption cannot expire less than one year after the issue date in any state (or, in states that permit 

longer prescription lengths, ~ prescription cannot expire befom the date specified by the state). If the prescriber has a valid medical reason 

for deviating from the defa It rescription length under state: law ~t th.e time the prescriptio~ ~vas issued, tve as.lc that the medical judgment be 

documented and attached. N te that this bfon:nation may be.provided to the patient. . 

990352 
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1800 contacts" 

! 

I 

;) 
i 

=i 

:1' 

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

Prescription Form 

Patient Name: 

/_ 

.·..,~ ·r~: .. 

Brand/Ma u acturer Power Base Curve Diameter Cyi/Add Axis 

OD I Focus Dai{ie 90pk I -3.oo T8.6o I 13.8 I o.oo lo I 

OS I Focus Dailie 90pk I -2.75 I 8.6o I 13.8 I o.oo lo I 

0 I I I '2 I \ I? 1(')1\1.31Exam Date: 

y y yM M D D 

Rx Issue Date*: (") I I 1'7 I \ 1"77 I n I I I 6. I 
y y y yM M D D 

o I l 1'5 T \ I 7 I () I I ll..../ IRx Expiration Date: 

y y y yM M D D 

Doctor's Signature 

ECP Information: lf'(O r office Information below IS Incorrect or mtssing please correct tt or f1ll1n the blanks here 


orr an accompanying fax. 


Business Name: Pearle !Stan Office Address: 1730 West Fullerton Avenue 
Suite 1 

Doctor: State: IL 

Phone: 7733 

Johnto Grote OD, Andrea 

3000 City: Chicago 

Fax: 7733 3015 Zip: 60614 

Email: Saturday Hours: 

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

"Ab""" volld medk•l r~as n, the preso6ption cooootexpire le,; th'" one ye'f •fterthe i.soe date in >ny "ate {or, in ""e' th•t permit 
longer prescription lengths, th prescription cannot expire before the date specified by the state). lf the prescriber has a valid medical reason 
for deviating from the defa It, rescription length under state law at the time the prescription was issued, we ask that the medical judgment be 

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

1020342 

-1 
-1 

http:1(')1\1.31
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1800 contacts" 
Prescription Request ax the completed form to (888) 407-2020 

Prescription Form 

Patient Name: Address: 

l Brand/Ma u cturer Power Base Curve Di~er Cyi/Add Axis 

I 
1 

OD [ AirOptixf r stigmatism 6pk [ -7.00 I s.1o I 14.s I -1.25 1180 I 

OS I Air Optix thr ~\stigmatism 6pk [ -7.00 I 8.7o I 14.5 I -o.75 1180 I 

Exam Date: I I I I I I I I 
y y ' yM M D D 

Rx Issue Date•: I I I I I I I I 
y y y yM M D D 

Rx Expiration Date: I I I I I I I I 
M ,M- D D 	 y y y 

Doctor's Signature 
ECP Information: 	 If o r offtce information below Is mcorrect or missmg please correct 1t or f11l m the blanks here 

or an accompanying fax, 

Business Name: IS Lon Express Office Address: 1730 West Fullerton Avenue 

Doctor: ee 	 State: IL 

Phone: 7733 7 000 	 City: Chicago 

Fax: 7733 015 Zip: 60614 

Email: Saturday Hours: 

• The term "Rx Issue Date" i t e date on which the patient receives a copy of the prescription at the completion oftheir contact lens fitting . 

.. Absent a valid medical re s n, the prescription cannot expire less than one year after the issue date in any state {or, in states that permit 

longer prescription lengths, h prescription cannot expire before the date specified by the state). If the prescriber has a valid medical rea!;On 

for deviating from the defa t rescription length under state law at the time the prescription was issued, we ask that the medical judgment be 
1

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

1020792 

l 
I 
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1800 contacts" 

Prescript on Request ax the completed form to (888) 407-2020 

Prescription Form 


I 

:;J!iE n: Name: Address: 


Brand/Ma u acturer Power Base Curve Diameter Cyi/Add Axis 

00 l Acu~ue Ad~v nee (6pk) I -3.75 I 8.30 I 14.0 I0.00 I0 I 

~~:. ---H----I I I L I I 

r-------T--1 I I I I I J 
'•1 \1 0 9 y y y y 

:::, '·. -'~ c,,.: 	 I I I I I I I I 
M \1 f) 0 Y Y '( Y 

:::.::·:!at o,n Date I I I I I I I I 
M \1 0 :> V V Y Y 

).::;:: ~-- S.: :nature __ 1---:-:-- ·--------------------------..,-,_-----
r::: ·.-.n .<>tion: If y r offic2 irformation b;low i:. incorrect or missing please correct it or fill in the blanks here 


or ¢In an .;ccompanying fa> 

Pt'!<~rrl~ l.. . . i'i me: ision OfficeAddress: 1730WestFullertonAvenue 
~ Suite 1 

Johns GrotE OD, ~ndr@.a St<~te: ll 


7i33 7' 000 City: Chicago 


-···. 

' "'7;3 7 015 	 Zip: 60614 


Saturday Hours: 


·.Jo. !s;;Je D.it<': t. e date 01 ~-. ...:.:-. t1e oc.,·e~•t ·c·ce:ve~ a co::>y of t,e ore;.cription at tOe completion of their contact lens fitting. 

.,; ' J d ."Tit:od ... J '.:! s 
' ,; ~ .-,.~ ::>t I'J:J '<"'lf!ll:>. 1 

···f i·u-n 1-1.~ def.•..r t 
~ •..' '(';; a1d atta.: ·,('.j 

n, tne )'c •.::· ~fa, CiJ,,.•,)t~x.::'•<J .ess tilan onevear after the issue date in any state (or, in states that permit 

P'e$c··ot i>'l c.~ mote~:~:~.. nefNH the date !>PetiLed by the state). If the prescriber has a valid medical reason 

'esc•l::t'o·~ ,...,g:t1 .1:~de· stilte oaw at the time t1e .,rescript;on was issued, we ask thatthe medical judgment be 

e t'l.1t 1·1··, 'lhY11at\on ·n;.y b•.! orov;ded to the :latient. 

1074933 

' 



I 
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1800 contacts" 
0 r2;cript on Re~~est: Fax the completed form to (888) 407-2020 

Prescription Form 

Address:),:.,,. '''t_, _,' .. -·'" 11 

BraodVfvlan ufactcrer Power Base Curve Diameter Cyi/Add Axis 

·-'-'1"'~~,, ss op:~==r:;'~- __L7o I 14 2 Io.oo Io I~ 
~ 

-:5- Frt!f~i!ncy 55 6p!< -5. 7S 8.70 14.2 0.00 

~-:: 

-~1 
:·.:.-,.<:tate~: 

!1 .••.:" );:*' 

S :1· ;tur 

;,r:on~ 

· N!me: 

i -==]____ 
._, J J·" 

c:~~--~~--~~~~ 
-.. \·l 0 	 y' 

~==l=I 
" J 

if your effie,; u.fvr:-;.ation below 1$ incorrect or missing please correct it or fill in the blanks here 
c-r on an accunll),my~ng fa>. 

li!<Hie ViSion ·office Address: 	 1730 West Fullerton Avenue 
Suite 1 

_.... Jbhnson Grott O:J, .~ndrea State: ll 

73327300C Ci~: Chicago 

733273015 Zip: 60614 

Saturday Hours: 

i · · i~i.;c IC'·Jt•.'" ·$ t -.~ d.; :e..:-·, ._,_, ..:·· 1-,~ oal.;e~,t '• C·..!· !eS a co:ly or toe :lrescrioFon at the completion of their contact lens fitting . 

., '" "'"I l.:; -~ ~0 "1 t"l~ )'e~:· =:.too C3nnot ex:: ·~ ess than on~ year after the issue date in any state {or, in states that permit3

· r1•1 1 1 1 1 l<! :)'•"'·'·' .,1 , 1·c, 1:1C!Lex:i:~~ :lf''.<Yt~ t·1e date soec..f"ed by the stale/. 1r tne prescrioer h<J~ a valid medica' reason 

; 11 ,., • 1 I! f., 't o·~::.~ ·:..l .:1. ~ -,g: ., ..11de· stat~ .:.w att;,e tl"Tle t:1e :l!escript:on was iss.Jed. we ask tnat the medical Judgment be 

. ,.J,,t , '.!,l Nvtl:! 11,1! t. ··f...•·-natio.o :nay:;! J•ov"ded to tfle :>at:e!lt. 
"> 	 1075024 

I 
~ 

~~ 



--
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1800 contacts" 

Prescription Request: 
 F x the completed form to (888) 407-2020 


Prescription Form 


= ...Patient Name: Address: I 
 ' 
I 

Brand/Manufa turer Power Base Curve Diameter Cyi/Add Axis 

00 I Acuvue 2 (6 k I -7.JO I 8.7o I 14.o Io.oo lo I 


OS I Acuvue c t6h • 1 -6.oo I 8.7o I 14.o Io.oo lo I 

I 


Exat. ~:.;::: I I I I I I I I
ll 
-. M M D D y y y y 

t 

I 

R~ l:.~ch~ Cate•: II 
 I I I I I I I I 


y y.\) M D D y y 

I 

Rx £\::1ratio[\Date: I l I I I I I I
l 

y yM M D D y y 

0.. ;.:: .. ·ss.~nature 
Ec; . .-;f,:.n,ation: lfyo r office Information below Is Incorrect or missing please correct it or fill in the blanks here 

0'01 n accompanying'faX. 

Office Address: 1730 West Fullerton Avenue Busir.'"·;s N1me: Pw!e~ i ion 
Suite 1 


OoctG·. Johnso 
 rotr. 00, Andrea State: IL 


Ph or,·' 7733213 00 City: Chicago 


Fax: 7733273 15 Zip: 60614 


Emat•. 
 Saturday Hours: 

. , .," "'"'"".o'" 'I d.~te o.1 whic.n the patient receives a copy of the prescription at the completion of their contact lens fitting . 

· · .\~~ent a 1a :d med:co. ·eas n the :J•escription cannot expire less than one year after the issue date In any state {or, in !.tates that permit 


"''"'"' .. pres..:· :~ton lengh,. L 1 
 re~cr,:ltion cannot expire before the date !.pecified by the state). If the prescriber has a valid medical reason 
fo d,,viatinf I#O'TI tne def;,., t ( scri::t:o"l !engt:l under state law at the time the prescription was is!.ued, we a sic; that the medical judgment be 

de,.... nentec 3'1d anac".:oo:! th.>t t'l:>.. ''lfor!llation mai' be provided to the patient. 
" 

1081982 
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' 
' 

1800 contacts" 

Prescription Request: F x the completed form to (888)407-2020 


Prescription Form 


Patient Name: 
 Address: 

~ 
... 15W 

Brand/MaJ f e.turer ., Power Base Curve Diameter Cyi/Add Axis 

cc I 1-Day Acuv e Moist (90pkl I -2.SO I 8.5o I 14.2 Io.oo l 0 l 
.. _; I 1-Day Acuv~e Moist (9Dpk) I -2.50 I 8.so I 14:2 Io.oo I o I 

Date:.- I I I I I I I I I 
y y y yM' M 0 D 

II "I I I I I I T l~"-. '::. :.:.:e C:ate•: 

y y y yM M D D 

; '(Expiration Date: I . I I I I I T I 

' 
 y y y yM M D D 

Doer :-•'-;. S1gnature 
.. :f,:~rr1ation: If yo r office information below is Incorrect or missing please correct it or fill in the blanks here 

n accompanying fax.oro 

i ion Office Address: 1730 West Fullerton Avenue :, ~<f:~ss Name: Pearle~ 
Suite 1 

:\,_-.(~ Johnson rate 00, Andrea State: ll' 

.. DO City: Chicago•" 77332t3 

:;, 

""l 
15 ZiP: 60614 


,. 
 Saturday Hours: 

date on which the patient receives a copy of the prescription at the completion of their contact lens fitting . n ··Rx .Issue ~ate" is r 
...... t a valid med1cal reaso , the prescription cannot expire less than one year after the Issue date in any state (or, in states that permit 

,. ' :t'scription lengths, thle rescription cannot expire before the date specified by the state). If the prescriber has a valid medical reason 

. ~·~:1g from the default pr scription length under state law at the time the prescription was issued, we ask that the medical judgment be 

,: ' '1ted and attached. N t that this information may be prov,~ded to the patient. 

1085341 

' 

I 
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1800 contacts· 
Dear Eye Care Pr v der, 

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

Contact Lens Con~ mers Act (Public Law 108-164), which requires the prescriber to provide a copy of 

the contact lens 9r scription to any person designated to act on behalf of the patient. This customer 

has authorized 1-f 0 CONTACTS to request this information on his/her behalf. This is not a contact lens 

order verificatio~r quest. 

Please either (A) ~end us a copy of the customer's actual prescription, or alternatively, (B) complete and 

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

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

by 07/08/2015. rl ase return this form even if the parameters-below are correct. 

Patient NamJ: ~-. Address: -. 

Exam Date: I I I I 1 1 1 I J 
M M D D y y y y 

Rx Issue Date•: I I I I I I I I I 
M M D D y y y 

Rx Expiration Date: I.___..L.__...JI___IL___ j_L____...JI'-------'---1----'1I j.L___ 
M M D D y y y y 

Doctor's Signatur : +------------------------~--

"The term "Rx IssueD te' is the date on which the patient receives acopy of the prescription at the completion of their contact lens fitting. 

""Absent a valid medi al cason, the prescription cannot expire less than one year after the issue date in any state (or, in states that permit 

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

fordev;ating from the e ault prescription length unde( state law at the time the prescription was issued, we ask that the medical judgment be 
docu:nented and attac e . Note that this information may be provided to the patient. 

1614797 
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' 

! 

' 

1800 contacts., 
Prescription Reques :, Fax the completed form to (888) 407-2020 ,, 

Prescription Form 

I 
Patient Name: Address: 	 709 W Armitage 

CHICAGO, ll 60614 

Brand/Ma facturer Power Base Curve Diameter Cyi/Add Axis 

OD. I 1-Day Ac v eMoist (90pkl I -7.50 I s.so I 14.2 I o.oo lo I 

.as I I 	 'I I I I I 

Exam Date: ' I I I I I I I I 
M M 0 0 y y y y 

~.... 
Rx Issue Date•: .. I I I I I I I I 

y yM 	 M 0 0 y y 

Rx Expira~ion Date: I 	 I I I I I I I 
y 	 y y yM 	 M 0 0 

Doctor's Signature 
ECP Information: r office Information below i~ incorrect or missine please correct it or flU in the blanks here lfJ0 

an accompanying fax. 

Business Name: Pe::1: islon , Office Address: 
•. ·< 
·~c: ... 

1730 West Fullerton Avenue 
Suite 1 

Doctor: John[0 Grote CD, Andrea , :~:st<ite: IL 

Phone: 77332 3000 '··ti-~itV: Chicago 

Fax: 7733· 3015 	 Zip: 60614 

Email: ' 	 Saturday Hours: 

w The term ..RK Issue Date" tS e date on which the patient re_ceives a copy of the prescription at the completion of their contact lens fitting. 

•• Absent a valid medica! r Ia' n, the prescription cannotexpi~e less than one year after the issue date In any state {or, in states that permit 
longer prescription lengths, th prescription cannot expire before the date specified by the state). If the prescriber has a valid medical reason 
fOr deviating-from the defa It rescription length under,sJt~:~~~~ 1t the time the prescription was issued, we ask that the medical judgment be 

documented and attached. N te that this informai:ion may ~~'~r0:..ided to the patient ' 

1107710 

' 

.. 

I 
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,,e <I" " '•, ' ', ~ '-~, ,,,.,,>,!'~, ...:,_,} ,',.~~~~::.~. ,_-' 
~·_<;" ;'DearEye~Care'Pi:ovi er·' -·-~: '··.. :-_../;.~~:: •'"1;z;''(:-:..;.:;,ui•~·~..--::.":' ;'ft~Jt;;;.~-t-·-~-; · _ . 

. 	 ~e are reque~tinX e :o~t~ct,lens ,pr~scrip:i~n fo;::~·;;;;-~;,;~;;:;~:m:r pu:suant to ;~e ~~~:ss tq. 

Contact Lens Cons~ rers Act (Public Law 10~-164), w~ich-requi(!JS.t_he prescriber to provide a copy of . 

the contact lens p~e cription to a_ny person de~igna~ed,.~o ~ct on:b~~~:alf of the patient. This customer 
has authorized 1-80 CONTACTS to request this·infcirmation on his/her behalf. This is not a contact lens 
order verification e uest. .... .- ...... , ..·- . ·y_ 

· -· -- ._ ; ·-_<:-··, :-'" ...;7:·;;,-; _:;:·-~_-;_SJ-::!-,-~'!f~:~~~-,:,~~1.~~~:iJ1f~~~!}s<-~(:,, · !.- · ··---~- · · 
Please either (A) s . d us a co~y ofth'ec~sto'l1)~r'sactuaJ:prescrigti,bn, br alternatively, (B) complete and 

send back to us th rescription Form below, inCluding all par~m~\ers', applicable dates, and signature. 
' ·, ' -~ ' 

The actual prescri ·ton orPrescripiion' Form shouid b~::~~rit t~-ou!;tbii-free fax number 1-888-407-2020 . 	 -- .... - -' ,- ,,_ ,_, - -,,.. --- . "' . 
'byOS/11/2015. ·p e se returnthis.forn) even. if tlie p~~1mete~~b~l6w:are correct. 

' t - • '· _,-- •• ,. ·• ::; .. . i ' •-~ ·3;

,.,_,_ 

Patient Name:! 

.'; ·' ~<~·:~!-< ' ......)·~· . 

' " 

Brand/M nufacturer. .~oWer ··Bas~·cu(.;e~;,~>:- .. :bi~_th_eter Cyi/Add Axis 

Exam Date: .. o· 5 
y y y 

I ' I 

. I 
y 

' ' Rx Expirati~n Date: 0 
y y y 

\l: 

. . ' ." ~ ·. . '. :' ... - ' . . ·'' 
•The term ~Rx rssue Oat " s the date'on i.Vhich the Pa'i.i'e'ntreCeives'a· Copy of the prescriptibfl at.fue completion of their contact lens fitting, . - ,- . . - - ~ 

• • Absent a valid.medica r ason,'thc prc!>eriotion cannot.cX,oirc leSs tha'ri.one 'y<:!iJr, artEir the iss:Ja date-in any state (or, in states that permit 

longer presctiptio(llengt s the-prescription·cr.nn~t ~x-pir~ b~fore tM ci~te",-spedf.ed oy th-e state). If the prescriber has a valid medical reason 

fordevi~·ting -fr_om tl-i~ d fa rtpn:!scrjption leilgth ~~Oer:state law at th~-tirne the p_r~s~r!pt7oA.\Vils I~Ued, we ask that the medical judgment be 

1· d~'1 ?·"';t',~1 ~~~'9 ~, ;~£~m~~~i~!~z{,?J~J~~~~~~}it1J~~~~r::~t~~r~t<:< .: -"~::J:. i;,_, _,, .. ,_:,· 

. ..,
.-''' 	 ' :.; . '· ,,_t~~~:~-,-~--~--~~-~··. :···;. ~ -.;, ~~~;·.{(~< ~ ;-::~i~~~+~·'r 

. . ~ ~ 

http:ci~te",-spedf.ed


. ,_ "' > .•·"· ...-.- ·.. -.~.,;; ·r~~~-\;r;_v~~-···:~:- _!·,~:·; ;.::~?{::·;:.-.. \'-. . -:. ., '·'' 
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'c 
·- .f 

.- . 

,-. 

'- ~ 'f- .•·.-~~-;:.'-,~ • 

~~nf~ct iens piesi:;ipii'6~· fi/r the f;ilo~i~g cti~t~mer pursuant' to the Fai;ness to 
. ~ -~ - -- ''•J'. '· -:.:.·;.• .'~··-· •• '"(' . . ' . ' .•

ConsLJin,eisAct (Public Law 108-164), iNhich.,eqiiires the' prescriber to provi~e a ~opy of 
.. ' . \- ...._. '- ,:\':·. . - ._ ~- .•. '. '- .. ', . ·- - ·' ' , . . '_' 

orE!scl'iot:io'n io,any perscindesignai_ea.ioai:t cin;behalf of the patient. This customer 
. ~ , .f ;, ..._•. ' • • ' ••,. ·-.· . •, •. '.'f_• ~ . ,, \ : 

.onlh'l-r"'T'.r-."to request this Information on·his/her behalf. This is not uontact'lens 
' -: ·-·~' ;-~-- ;· ;·- ~.~-, ':_ :" .::~::: :·, . . ' 

'·,. 
" .- .•• ' • f' ) : ·,. ' -;. . ·:' .-- . ' ·.• ·.' - . ' - . 

IAJsenidl us a copy of the.custo'mer' s'actual prescription, or alternatively, (B) complete and · 
Pl<><riri·,ntir'm' Form he low: f~~~~dl~g -~ll:par~inet~~fapplicable dates,and si'gria~ure. 

' ' ' ''; I ,· •. ' \ -,:: ~ ,' • < > 

.I 

. 
OD 

.·OS 

·_._ Exam·oa'te:· .. 
' 

.. 
' .. ' •·, -· '. ,-._' '...-< 

•: Rx Issue Date•; · · -! ··-· 
''·. ... . ' . •·'·'· 

.-. '~:-':' -.~-
-·r) ' 

Rx ExPiratiOn QqtE!: .- -.. -- .• ., - .... . 
. " -... ',_' 

·l 

•.· :: '. ' 

.. 


. ' : 

-. ._, 

-· 
-·~. ' 



RFS-0 3 8/6/2015 4:49:21 PM PAGE 1/001 Fax Server 

1800 contacts' 
Dear Eye Care Pro der, 

We are requestin~ he contact lens prescription for the following customer pursuant to the Fairness to 

contact Lens conF mers Act (Public Law 108-164), which requires the prescriber to provide a copy of 

the contact lens p r scription to any person designated to act on behalf of the patient. This customer 
I 

has authorized 1-8 0 CONTACTS to request this information on his/her behalf. This is not a contact lens 

order verification r quest. 

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

The actual prescn p ion or Prescription Form should be sent to our toll-free fax number 1-888-407-2020 
I 

by 08/13/2015. rI ase return this form even if the parameters below are correct. 

Patient NamJ: Address: ___...J nufacturer Power Base Curve Diameter CVI/Add Axis 

00 f Acuvub asys 12pk I -2.so I 8.4o I 14.o IO.DD lo I 
I 

OS r Acuvu~ asvs 12pk I -2.2s I 8.4o I 14.o IO.DD I0 I 

docurncnted a<1d attach d Note that this informatio.'l may bf! orovided to the patient 

1807125 

. 

Exam Date: I I I I r I I I I 
M M D D y y y y 

-rRx Issue Date•.: r I I I I I I I 
M D D y y y y" 

Rx Expiration Date: I I I I I I I I 
M M D D y y y y 

Doctor's Signature: 

~r:le term ~Rx Issue Oat '' s the date on which the patient receives a COIJY of the prescription at the completion of their contact lens fitting. 

• • Absent a val.d med1ca r ason, the prcscr1ption cannot eKpirc less than one year after the issue date in any state (or, in stltes that permit 
longer prescription lengt;hs the prescription cannot expire before the date specified by the state). If the prescriber has a valid medical reason 

fo· deviating from the d fa It prescriptio!'llength under state 1aw at the time the prescription was issued, we ask that the medical judgment be 

I 
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1800 contacts< 
Dear Eye care Pr ider, 

We are requesti? the contact lens prescription for the following customer pursuant to the Fairness to 

Contact lens Co~s mers Act (Public law 108-164), which requires the prescriber to provide a copy of 

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

has authorized 1 00 CONTACTS to request this information on his/her behalf. This is not a contact lens 

order verificatio~ equest. 

Please either (A) s nd us a copy of the customer's actual prescription, or alternatively, (B) complete and 

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

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

by 08/11/2015. Pease return this form even if the parameters below are correct. 

Patient Namk: Address: 

Brand anufacturer Power Base Curve Diameter Cyi/Add 

OD Focu ames 90pk -1.00 8.60 13.8 D.OO 

OS Focu ailies 90pk -1.00 8.60 13.8 0.00 

Exam Date: 

Rx ISSUe D<~te*: 

Rx Expiration Date: 

Doctor's Signature +------------------------

•rr1e term "Rx Issue Da e' is the date on which the patient receives a copy of the prescription at the completion of their contact lens fitting. 

""Aosenl a valid medic I eason. the prescription cannot expi'c less than one year arter the issue date in any state (or, In states that permit 

lor1ge~ oresc•iption len ·h , the prescription cannot eKpire before the date specified by the state). If the presctiber has a valid medical reason 

fo: deviat;ng from the et uit prescription length under state aw at the time the prescription was issued, we ask that the medical judgment be 

doCI.Jmented and attac' e . Note that this information may be orovided to the patient. 

1787359 
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180c1 contacts· 
Dear Eye Care Pro i er, 

We are requestint t e contact lens prescription for the following customer pursuant to the Fairness to 

Contact Lens Consl, ners Act (Public Law 108-164), which requires the prescriber to provide a copy of 

the contact lens p\e cription to any person designated to act on behalf of the patient. This customer 

has authorized 1-80 CONTACTS to request this information on his/her behalf. This is not a contact lens 
.f. . Idor er ven 1cat10n [e uest. 

Please either (A) s d us a copy of the customer's actual prescription, or alternatively, (B) complete and 

send back to us thl rescription Form below, including all parameters, applicable dates, and signature. 

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

by 08/11/2015. Pie~se return this form even if the parameters below are correct. 

Patient Name Address: "·''111......... 

Brand/M nufacturer Power Base Curve Diameter cyi/Add A~s 

OD I 1-Day Ac vue Moist (3.0pk) I -4,00 I B.50 I 14.2 I o.oo lo 
I 

OS I 1-0av,!.c vue Moist {30pk) ] -1\.00 I s.so I 14.2 I o.oo lo 

Exam Date: i I I I I I I I I 
M M D D v v v 

Rx Issue Date•: I I L I l I I l J 
M M 0 D v v y y 

Rx Expiration Date' 11'--_ ___ J __L__J_ ___,I___LI___.L...___...____ _jl___,J ..L.. 1 l 
M M D 0 v y y y 

Doctor's Signature: H-------------------------

•rne term ~Rj( Issue Oat "' s the dale on which the patient receives a copy of the prescription at the completion of their contact lens fitting. 

•"','\b~ent a valid medica r ason, the prescription cannot eKpi~e less than one year after lhe issue date in any state (or, in states that permit 

longer pres.ctiption lengt s the orescript'on cannot expire before the date specified by the state). lfthe presctiber has a valid medical reason 

for deviating from the d f3 It presc~iption iength under state ;aw at the time the prescription was issued. we ask that the medical judgment be 

docume1ted and attuch d Note that this itlformation may bC' :lrav:ded to U1~ patient. 

1794510 

v 

I 

I 

I 
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·. 
'· 

Dear Eye Care Provider,

I . . 
We are requesting tr contact lens prescription for the followingcustomer pursuanno the Fairness to 

Contact Lens Consum rs Act (Public law 108-164), which requires the prescriber to provide a copy of 

the contact lens preF iption to any person designated to act on b~half of the patient. This customer ... 
has authorized 1-800' ONTACTS to request this-information on his/her behalf. This is not a· contact lens 
order verification re~ est. - - . . 

;"'t>!e~se either (A) se~d us a ,copy of the custom~rs actual prescri~tion, or alternatively, (B) complete and 
,.

send back to us the r~scription Form ~elm;, including all ~aramete~_s, applicable dates, and sigQature. 

Jhe actual prescript!O or Prescription Form should be sent to our toll-free fax number 1-888-407-2020 
,~ , . I 

by 05/13/2015. Plea ~ return this form eve~ if the parameterd below are correct. • · - I . . . . ... . 

' . . . . ' . 

I 
Patient Name: ~-·••~~' 

\.>.· . J 
Address: . 

''J,' .. 
Brand/Man "facturer- PoWer Base Curve · · Diarheter Cyi/Add Axis 

I 

00 .I ·Acuvue O~s s 24pk I -3.5o I s.8o I 14.o · I o.oo lo I . 
OS I Acuvue a'aS s'24pk I -3.5o· '1. 8.80 ' 114.0 Io.oo . I D . 

'· 

. I 

Exam Date: I I' I - I I I : . I 
M M o._, 0 y' y ·y ·Y 

'• .(
Rx Issue Date"': I I I I I I I I... . 

M M o. ·0 ' y y y y 

~-

Rx Expiration Date: I I I 1.' I I I I 

M M ' 0 0 ' y •'y
y y .. 

-' 

' 
Doctor's SignatUre: :-i+--------~--~-,--:-'---c;-,..-:-------. -
•The term ..Rx Issue Date" i t e date on which the pat-lent feceives_a copy ofthe prescr!ptlon at the completion oftheir contact lens_(\ting.' · 

'. .. '..--·\· 
• *Absent'a valid medical re s n, ~e prescriptio~ cannot expire'less than one year afte,r the -lsSi.Je d3te in a~Y st'ate {o.r;in states that-Per~it. 
longer prescription lengths, th • prescription cannot expire before the date specified by the state). lf the presd"iber has a valid medicS! reason 

for deviating from the deta It ~escription length under st~te'taw at the tirile the pre~cripti6n Was issued, we ask that tbe medical judBinen.t be 
- ' documented and attached. N te that this information may be provided to the oatient: 

J336769 , ' 

•' 

'' 
"' 

•. 
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Dear Eye Care Provi er, 

We are requesting~· e contact lens prescription for the following customer pursuant to the F~irness to. 

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

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

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

or,der verification rb_ u~~t, , . . _,- . , , , _. ,:. , ___:,< ·, ·,;- .. ). .. . . . t' ' . . ... . -:·--' :::' . .. -,,~')'-'~''·: •:;:; :· . . . . . .. . 
Please eithe~ (A) ~ln~ ~sa ~opy of the.cust;;,er's ~ciual ~rescription, or alternative!~, (B) complete and 

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

·The actual prescri~ti nor Prescription Form should be sent to our toll-free fax number 1-888-407-2020 

by 05/14/2015. Pie se return this form even if the parameters below are correct. 

.. L.,., ..., ...... :_ ·.. ·.:· .. :c.·,.,·. ... , 

Patient Name: Address: 

* 
I 

go 

Brarid/M~ ufacturei" Po'\Ver· Base Curve 'Diameter CVI/Add ·- Axis 
·~· I I I . . I I I I
' •. . OD 

I 
OS Air Opti~ qua 6pk I -2.2s I a.Go 11~.2 _I o.oo lo I 

Exam Date:• I I I I I I L J 
M 0 , y y y y" 

,... - . I 

y y yM M· D 0 

. . 
-.Rx Expiration Date: ] ]. I I I I I J 

y y yM M 0 0 

Doctor's Signature: 

''The term "Rx Issue Date i the date on which the patient receives a copy otthe prescriptio'l at the completion of th~ir contact lens fitting. 

''"Absent a valid medical son, the prescription cannot expire less tnan one ye<Jr after the issue date in any state {or, in states that permit 

longer prescription !engt s, he prescription cannot expir~ before the date soecified by the state). If the prescriber has a valid medical reason 

for deviating from the de a It presCription length.under ~tate law at the tim~ the p~~scfipt;on was issued. we ask that the fnedical j~dgment be 

documented and attache . Note that this informat:O:'I may t;~ orovided to the .>atient . 

..... '"·' 

. . 
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Dear Eye Care Provide , , 

We are requesting tt ~ontact lens prescription for ihe followinii customer pursuant to th~ Fairness to 

Contact Lens Consu~ •. rs Act (Public Law 108-164), which requires the prescriber to provide a copy of 

the contact lens pre$c iption to any person designated to act on behalf of the patient. This customer 
I . , 

has authorized 1-800 ONTACTS to request this information on his/her behalf. This is not a contact lens 
'fi . I , . 

order ven 1cat10n req est. 

Please either (A) sen~! sa 'copy o·;the customer's actual prescription, or alternatively, (B) complete and 

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

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

by 05/14/2015. Pleas return this form even if the parameters below are correct.
- I; 

Patient Name: HI~-:llllla!i"· Address: 

., 

.. 
Brand/Mao u acturer Power .Base Curve Diameter, CVI/Add Axis 

• '' .• I·~· 00 I I I I I I•..... ,. I . 
..as Air oPtix ft,.q' ·a 6pk I -2.2s I s.Go 114.2 Io.oo lo I 

Exam Date:• • I I I I I I I J 
•M M 0 0 ' ' ' ' • 

Rx Issue Date•: I .I I I I I I I 
M " 0 ; ' ' ' ' 

Rx Expiration Date: I I I I. I I I I 
yM M 0 0

' ' ' ' ' 
•. 

Doctor's Sign<lture: -H----~-~----------------~ 

'Th• t"m "R• '""' D•re" ,j, 'd"' on who<h tno P"'ent <Ooe<ves' ropy oftne p<Osocipt'on ''the rompleuon of th~" contact lens f•tting . 

..Absent a valid med1cal reas n, the prescnption cannot exp1re less tnan one year after the ISSue date in any state (or, in state!> that permit 

longer prescnption lengths, ln prescription cannot expire before the date specif:ed oy the state) If tne preswber ha$ a valid medical reason 

for dev1atmg from t'le default rescnpt1on lengt'l under state law at the tlme the p'escnpton was ISSued, we ask that the medical J~dgment be 

, te that this information may tl~ prov1ded to the :Jiltient. • 

~ \ ~"'b M--nt~sOff Cf 
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• 

bear Eye Care Provi e , . ', 

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

Contact Lens Consuf rs Act (Public Law 108-164), which requires the 'prescrlber to provide a copy of 

the contact lens pre~c iption to any person designated to act on behalf of th~.patient. This customer 

has authorized 1-809 ONTACTS to request this information on his/h~r behalf. This is not a contact lens 

order verification req est. 

Pl~ase either (A) ~enb s a copy of the customer's actual prescription, or-alternatively, WJ complete and 
I ·~, • ' " . . 

send back to us the rscription Form below, including all parameters, applicable dates, and signature: · 

The actual prescriptio or Prescription Form should be sent to our toll~fr.ee fax number 1-888-407-2020 
. I . 

by 05/14/2015. Pleas return this form even if the parameters below are correct. 

I' 
I -~ 

Patient Name: Address: ..-~··••••• 

Power Base Curve Diameter Cyi/Add '· ..OD 

1 1 1 I I I • I I 
.;-.~ 

y y yM " D D ' '{ -~ . 
. 

'. I I I I I I I I 
y y yM M D D y. 

.,.__ 

I I I I I I I I 
y y y yM M D D 

t e date on which the pat:ent receives a copy of the prescription at the completion of their contact lens fitting. 

s n, the prescriotion cannot CKO •c Jess than one year after the issue date in any state {or, in states that permit 

h p:escription cannot exoire -before the date specified by the state). If the prescriber has a valid medical reason 

t reitriotion length under state taw at the ti;ne the prescrlpfon was iss..red, we ask that the medical judgment be 

te that this informafion may Oe provided to the ~<ltient. ' 

1361139 

' . 
. 

., ... 

.. 


OS r Acuvue 2l6 k) 1 -5.25 18.30 -114.0 · Io.oo lo I 

Exam Date: 

Rx Issue Date•: 

Rx ExpiratiOn Date: 

Doctor's Signature: 

Issue Date" i 

"'•Absent a va lid medical re 
longer prescri ption lengths, 

fordeviatingfrom the defa 
documented and attached. 

http:toll~fr.ee


.- :' ~-' " . ' 

RFS-02 Fax Server 
:: '' 

',. 

.'.,. ,' '· 
.··.' 

.(. 
~' •· 

: ·Dea? Eye Care Provi_ .; ,' .• 

' ~ " • c < ~ ·' ,".: • ., • ' ' •• ' ! • • ~ • -, ' ', ' 

We are requesting t~e c~ntact lens prescfipt!q.ri fort~~ follo.wing~custonier pursu~nt to th~ Fairness to 

Contact Lens Consum rs l)ct (Public Law 108~164), which requires the prescriber to provide a copy of 


the contact lens preJc· iption to any person design~ted to act on behalf of the patient. This custo,;,er 

. . . , I ' . •. . . . • . . . . •. ·., ' . , 

has authorized 1~80 ON'l"ACTS to request.thfs information:on his/her behalf. This .is not-a.contacflens 
o~derverification re ~~~-~: . ' -: '- ', .: .. ' '.':,·.'; . ' . . 

; .·· ,·- )'' ... ·:··~- -;': - .·-~·~, . - .-. ( ' 

Please either (A) sen )1s a copy of the cust(!mei-'s actual prescription, or alternatiyely, (B).compl~te and 

· · send back to us the r. scription Forril bela_;;; inciud[ng alLparaineteis, a~plicable.dates; and signature: 
-~. . :>_. -:~(j'• ··: ; _.·::>·~-·:,'~-':-_~:··.1:~~- --~~-~:>-~_ ...;, '- ·: ....";:;.__;-_ -. : 

The actual prescripti · oi'Prescription'Form should'be sent to bur tc'i!Hree fax number. 1.888-407-2020• 


by osj14/20~s. Pie ~ return this for~-ev~h ifiJ;e pp(am~te;sbei'!ware correct. . . • " 

;: ' cj ' • • "-' .;..•r ' :"';--.'·· .•~ • '' . ,( 

'' •d.• 

' -:~: .. 
;Address: 

"... 

. . "Base Cuive 
_I.--"'"" ; J I .s.6o · 'I '14.2' ;·. I o.oo· .. ·· Iii I 

.,. ' . -~ ';,:~ ' 

. I '.aicimeCHc 5 -6pk . I -4.o6 J 0.00 . lo I ., 
' ·-: '. ~J ~~ ,' ·-{' '; '·.:··' ' 

oo· 

'< 

, ' - :POwer 

. IA.oo···- 1 . 

Exam Date; · '' ' 'I . :, I ,. ' :I ' 
·.-j 

M·'.  M 

R?< IssUe· Daie"; 
T > ' 

'~ ' ' D . ·"}:, 
,, , -.,• . ' 

y. 

y 

y 

,, 

' 
y . y 

,. 
I'·• .. I 

i· ·-Y.••. 

·.1 ·. '.1 
y y 

" 

I 


I 


'' Doctor's Signature: -H,_'·------,c'-~-~,_-c"'--:--:----:-::-"-'''_o·,-~-- ~·--

~~.;~t,. '': ~:"-1.' ,.f'' ... _...... :.\. -' 
' > ' • ,. _: ' f • ... ' ~ - - ' - ' - ' • •• , .... ·_ ' - • 

,•The term "Rx Issue Date~' i t e date on wh:ch the pat~ent reCeives a copy ofthepr!'!scrlption at the.completion oftheir-contact'lens fitting. 

. - ' ' '; . . . ·' '' . '' _· . - ., . ' : ..:_ >- . . ' ' - . . : ' ~ 
••Absent a valid medical re s ', th'e prescril)tion 'cann.::.t exp~·e leSs than one y•1ar arter the•i~~_ue date in any state (or, in states that permit 
lOnger ~resCrfptioniEi!Jgths, h1~pre~·C:riPtron dtn~otemi;y b~fore the_da,te specif.ed_ b'Vt~e· ~t~te). lfti'le prescriber'h<is av.ilid me?ical reason 

1 
tor deviating tr6rn the defau tl rescriPtion !ength.und~(stat~ 1.iw ai ~e tirne the_pn;scriptio~_waS issued, we ask that· the m~dical judg~ent be 

1
documented and attached. te thafthis·intolmation ri'icl\r oe provided to tlie :latfe:1t. . . 

. 1 - - - ' ' ' ' '. :, : •. ,_ 

i ; ' ' ' ; . ·.. 1360~\ •' ' " 
~- -~ - T ~-'£ -. ;~ \~ 


,..,. \ ;' .··,.
-~. ' ' 
1 

''I 
" -~ - ,__, 

;·· 

...·: 
r 

http:specif.ed
http:prescfipt!q.ri
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.... 
• 

.• . 

' i- 18oocontacts· 
DearEyecareProvid(· . · ·. -..-·: .· · .• : 1_. ·,.. ·· ;:··~.. . .. ·. ·.• . .· 

We are. requesting t~e.. ontact lens prescription. for the (ollowin.g ~ustomer purs.uantto'the. Fairpessto 
·Contact Lens Consu1e s Act (Public Law .108-164), which requires the prescriber to provide a copy of 

.·the contactlens presp ption to any person designated to 'act on b~halfof the patient.'· This 'customer 

has authorized 1-800 ONTACTS to request this information on his/her behalf. This is nota contact' lens 

order. verific~tion reJu -~t. ~. · . . · ~-,. _. . ·.. ·:· · .' ·· - : : - · , _ . 
.· II ' ' ' : ..'' . . '.; . ' ' -: . ' .·. :. 

Please either (A) send s a copy of the customer's actual prescription, or alternatively, (B) complete and .: 

send back to us the 9r' ~cription Forin bel~w, inc.luding all ~a~ameteis, applicable ·dates,_and. signature. 

The ac;ual prescrip;;f ~r Presc;i~;i<in: ~arm s:;~ld b~ ~e~t-to~~~ i~i1-fr~e fax number~·888-40~-202~
I . . ' , . . , . . . . 

by OS/14/2015.. ~ler· ~e.turn this fo;: e~en if tile p~ra":~~er~ bel~~ are ~orrect.. . ; . ..' 

Patient Name: Address: 
; ·' 

"· 
.... ... 

•,• ·-.' .,. " ~' 
'' Brand/Ma ~ acturer Power Ba·se.cu'rve ~ ···Diameter Oil/Add" Axis 

OD r Acuvue ols s24pk . I. -3.7s ,. _ I 8.4o~· · • 1- 14.o·· .. I o.oo I 
.. 

OS r Acuvue o1svs i4pk... I ·-3.75 ·. I 8.4o. 114.0 I o.oo Io I ...: 
Exam Date:' 1 '. I I ,I I I 

. 'M ,Y y ..: ·D 
; ~-- M 
' _, '• ,, J.'. , . . I· •. . . 1.- •.I _' ·.·1 ·:· ,/ ' ~~--I ,.. ,_ ., I ... ; : :• I .I . I I 

D 'y yM M' D y y 
.. ,.- . ·' 

Rx Expiration Date: I ' - I T I I I I 
M y y y yD 

; 

Doctor's Signature: -4------:....:.·:_·....:~---..,_~-----~----

- ! ' ' ' ' ·' •
7The term ~RK Issue Date" i t e dat~ on whi~h the patient rec€[ves a ~opy of ttie pr~scriptio0·at the completion of their contact lens fitting. 

' ' ' "· . '.. 

••Absent a valid medic<!l re in;.thc prescription.can~~t,cK,~fre (e~; th~n on; y~ar after ~e·i;S~e date in any state {or,'in states that permit', 
longer prescription leni?;ths, th Prescription c.innoteXpire'before th~ date speCified by the State). lf.the prescriber has a valid medical reason 

for d.eviatii'lg'from the defa• I~ rescription length undei state law at theti~e the prescriptlon was issued, we ask that the ~edical judgment be 

do_cumented and attached. Nte.thatthis informatio, may·be proVided to the .,ai:ie'nt.~ ' 

j; ' . .,
l3S9904 

- ' ,- .' .. ; -.. 
' . .~ ·,. 

'· .:·]' .. 

"· 
' '. ' ·'-. 
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,,; ' 

Dear Eye Care Provid r ~ .~~>: .~:· ':·~"--~......... '. 

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

Contact Lens Consurr!e s Act (Public Law lOS-164), ;,..,hich requires the prescriber to provide a copy of 

the contact lens pres~r ption to any person d~signated to act on b~half of the patient. This customer 

has authorized 1-8oolcbNTACTS to request this information on his/her behalf. This is not a contact lens 

order verification reqL st. · 

Please either (A) send sa copy of the customer's actual prescription, or alternatively, (B) complete and 

send back to us the Pr cription Form below, including all parame;ers, applicable dates, and signature. 

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

by 05/14/2015. Plear return this for~ even if the p'arametersbelow are correct. , 

IPatient Name: Address: ~-
,~ .. 

00 

OS 

.. ~ Brand/Manu 

. r ··siomedlcs· 

'f Biomedics· 

cturer 

6pk 

6pk 

Power 

I -2.75 

1 -1.75 

Base Curve 

I 8.5o 

1 8.50 

Diameter 

I 14.2·· 

114.2 

Cyi{Add 

I o.oo 

I o.oo 

Axis 

lo 

lo 

I 

I 

. -
Exam Date: 

. Rx Issue Date": 

Rx Expiration Date: 

' 

M 
'· 

M 

M 

1 

I 

I 

M 

M 

M 

1 

I 

I 

D 

D 

D 

1 

I 

I 

D 

D 

D 

1 
y 

I 
·~~··'. y 

~·· ~. 

I 

I 

I 

I 

y 

y 

y 

I 

I 

I 

y 

I 

I 

I 

y 

y 

y 

I 

I 

Doctor's Signature: --l-(------~-----------'''"'--~----

•rhe teem "R' '""e Dote" Jh date on whloh the potlent ceoel,es a ropy of the pcescrlptlon at the oompletloo of thelc oon~ct lens fitting. 

'"*Absent a valid medical reaL , the prescription cannot expire less than one year after the issue.date in any state (or, in states that permit 

longer prescription lengths, f presc~iption cannot expire before t~e date specited by ~he state). If the prescriber has a valid ~e-~icat reason 

for deviating from the default rescripti_on length under state law·at the time the preSCfiption was issued, we ask that the med1cal Judgment be 

~ocumented and attached. ,~o e that this informatiO'l may be provided to the patient. , 

1359775 
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Oear Eye Care Provid r 

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

Contact Lens Consumk Act (Public Law 108-164), which requires the prescriber to "provide a copy of 

the contact lens pres+ lion to any person designated to act on behalf of the patient. This customer 

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

order verification req~E st. . 
I 

Please either (A) send u a copy of the customer's actual prescription, or alternatively, (B) complete and · 

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

by 05/14/2015. Plea e return this form even if the parameters below are correct. · _ · 

I 
Patient Name: Address: 

Brand/Manuf cturer Power ' Base Curve Diameter cvlii\dd Axis 

00 . f I I .. I _ I I I I ' 
I: 

OS r AcuvueO~ for'Astig,6pk1-3.75 1 8.60 .114;5 I-1.2s 1180 I 

Exam Date: 

I 

M 

M 

1 

I 

M 

M 

l 

I 

D 

D 

1 

I 
. 

6 

D 

-I 

I 

• y 

y 

I 

I 

y 

y 

I 

I 

y 

y 

I 

I 

y 

y 

I 

I 

Rx Expiration Date: I . I I I I I I I 
M M D D y y y y 

.. 
·~ 

~T:::::::~::::~~te"" ls.j: da~e on which the ~ti~nt receives acopy of the prescription 

' 

~i the completion of their contact lens fitting. 
••Absent a valid medical reas n the prescription cannot cxp~re less than one year after the issue date in any state {or, in states that permit 

longer prescription lengths, t e rescription cannot expi;e before the date specified by the state). If the prescriber has a Valid medicai reason 

for deviating from the default pr scription length under _state law at the time the prescription was issued, we ask that the medical'judgment be 

documented and attached. N t that this information may be pfovided to the patient. 

1359465 

http:for'Astig,6pk1-3.75


,. -~·'.· ,
RFS-03 517/2015 10:42:01 PM l'AGf.' 1/001 Fax Server 

-t'l ~-

'-· ' 

.· 

' 

Dear Eye care Provid r, 

~ ' :· < ' 

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


Contact Lens Consumf,r Act (Public Law 108-164), which requires the prescriber to provide a copy of 


the contact lens presc(i yon to any person. designated to act on behalf of the patient. This customer 


has authorized 1-800 C NTAcrs to request this information on his/her behalf. This is nota contact lens 

order verification req~; st. '· . . 

,..
Please either (A) sen)u a copy of the customer's actual prescript;on; or alternatively, (B) complete and 


send back to' us the PfJe cription Form below·, including all parameter~;f;~:licable ,dates, andsignature.. 


The actual prescriptio br Prescription Form should be sent to _our toll-free fax null]ber 1-888-407-2020 

by 05/14/2015. Plea e return this form even if the parameters below are correct. 

. . . I 
Patient Name: Address: ' ... 

~ Bra-nd/Manuf cturer Power Base G:urVe Diameter Cyi/Add Axis 

OD r Acuvue Oas~ 6pk 1 -8.00 18.40 114.0 Io.oo lo I 
1 •. .. 

.as I I I I I l I I 

Exam Date: II I . I I I I I I I 
y y yM D D 

I 1 1 1 I I I I 
y yM D D y y 

Rx Expiration Date: I 1 1 1 I I I I 
y y y y'M D D 

~ ' l ,' 

Doctor's Signature: --++-------,-'-----'---:1~fl.~-~\-.----~--
' 

''The term "Rx Issue Date"· is t e dat_e on which the pat;en_t reCeives a copy Of the presCription at the completion of their contact len!> fitting. 

,..Absent a valid medical reas n the pre!.Cription cannot expire' Jess than one year after the issue date in any state (or, in states that permit 

longer prescription lengths, t e rescription cannot eXpire before the date specif.ed by the ~tate). If the prescriber has a vali~ medical reason 

fo~ deviating from,the default pr scription length Under state law at the time the p~escription was issued, we ask that the medical judgment be 

documented and attache~. N t that this information m_iiy be provided to the ::>atient. ~ 

1359028 

... 

- :~:~ .

•. 

http:specif.ed


__ 
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' '· 

•.. 
Dear Eye· Care Pro•vider,l 

qo1ntact lens prescription for the following customer pursuant to the Fairnlss:to 

Contact Lens I..UIIl>urn~•rp Act (Public Law 108-i64), which requires the prescriber to provide a copy .Of 

ore>scl·ibtion to any person designated to act on behalf of the patient. This customer 

rm"TAr-rc to request this information on his/her behalf. This is.not a contactl~ns 

·~''ui'J~ a copy of the custome(s actual prescription, or alternatively, (B) complete and 

p(,•<n·lntlnn Form below, including all parameters, applicable dates, and signature. 

pre"criptioh l~r Pre,s~ription Form should be ·~ent to our toll-free fax nurnber 1-888-407-2020 

form even if the parameters below are correct. 

.. 
Patient Name: ,.,••••a.. Address: 

.,, 

OD 

OS 

Exam Date: 

Rx Issue Date*: 

Rx Expiration Date: 

I 

M 

M 

M D D y y y y 

Doctor's Signature: --++-----~--,--'----...OC"--~--------

4~.~>-. . 
*The term "Rx Issue Date" is on wh;ch the p'j~'lt_ receives a copy of the prescription at the compiet:on of their contact tens fitting. 

..: ~ 

the prescription can riot eKp.fe less than one year after the'issue date in any state (or, in states that permit 
jre!.crlption cannot eKpire 9ef.ore the date specified by the state). If the prescriber ~as a valid medical reason 

forde,•lating fron>the d••foc•ltJprbs,oriptlonlength unde~.~ate law at the time the prescription waS is.slled, we ask th<it the medical judgment be 
this informatiOn may be provided to the patient. 

,1358565 

.,
'' 

a ~~-
·"i ·. 

,_:··.. 
·..
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• 

18nr·· co~~tnr·-l·~''·o,J •,j • J. l ~ •.A,'-" L~ .. .• 

Dear Eye care Provid r 

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

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

the contact lens pres~r ption to any person designated to act on behalf of the patie~i. Thi;customer 

has authorized 1·800:C JNTACTS to request this informati~n on his/her behalf. This is not a contact le~s 
order verification requ st. ' , I ·. . -· 
Please either (Al sen1( \sa copy of the custo~er's actual prescript. ion, or alte~natively,.(B) complete and 
send back to us the P e cription Form below, including all parameters, applicable dates, and signature. . . 
The actual prescription or Prescription Form should be sent to our toll-free fax number l-888-407·2020 

by 05/14/2015. Plea~e return this form ~ven if the parameters below are correct. 

I 
·. I . If' 

Patient Name.: ~--~~~~ Address: •• 
' . 

Power Base Curve Diameter CVI/Add · Axis""""'~.l_,OD 
I, \ 

I -4.7s I 8.3o I 14.o l.o.oo lo I 

OS I Acuvue 2·(6p ) 1 8.30 .:1 ,140 Io.oo ·I o I '· 

Exam Date: 

Rx Issue Date"': 

I M 

I . 

I 

I 

M 

1 

I 

0 

1 

I 

o-:·. 
1 
. ~ 

I 

y 

I 

I 

y 

":·. 

I 

I 

y 

I 

I 

y 

I 

I .. 

. '· 
\ . 
·''.... 

M M 0 0 . y 

'· 
•. 

y y y 

Rx Expiration Date: I, 
M 

I . 

" 
I 
. 

0 

I 
0 

I 
y 

I 
y 

I 
y 

I 
y 

I 

... 
Doctor's Signature: --J.-1-----------------------

-~-~ ··-:.'" ..~. ~ .. 'The term "Rx Issue Date" is t edate on which the patient receives a copy. of the prescription at the completion of their contact ~nsfitting . 
' . ' 

''"Absent a valid medical reas n the prescriotion cannot e!lp.re less than one ye-ar afte"r the issue date in any state {or, in states,that permit 

longer prescription lengths, t e' rescription cannot expite before the date specified by the state). If the prescriber has a valid medical reason 

for deviating from the default pr scription length under state Jaw at the time the p~escription was issued, we ask that the medical judgment be 

documented and attached. N t that this informatio:"l may be provided to the ;Jatient. 

1358507 

.' 

,. 
'. 
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'· 

Dear Eye Care Pra,videl.l 

Contact Lens 

We are rec1uesti11g.lth~ <jo1ntact lens prescripti~nfor the following c~stomer pursuant to the Fairness to 

Act (Public Law 108,164), which requires the prescljber to provide a copy of 

ore~sci·ibtion to any person designated to acton behalf of the patient. This customer 

has authorized 1-8:00(:q1Nl"ACTS to requestthis information on his/her behalf. This is not a contact lens 

order verification recJi)E,~t. 

Please either (A) send a copy of the. customer's actual prescription, or alternatively, (B) complete and 

send back to us the Form below, including all .Parameters, applicable dates, and signature. 

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

by 05/14/2015. Plea**'tw·n this form even if the,paranieters below are correct. ·-. · · 
' "':'., •.• ~ ; ''· ' '!: •. 

.· 
Patient Name: . Address: 

OD 

OS 

Exam Date: 

Rx Expiration Date: 

M 

•-. '. 
)_ , 

. :: 
.. 

*The'term uRx Issue Date" ;stJ,dclate on which the patien: acopy of the prescription at the compteti"on of their contact lens fi~ng. 

••Absent a valid medical the prescriPtion cannot exP1re)ess than one year after th'e.issue date in any !.tate {or, in states that permit 

'. 

· .. 

longer prescription lengths, presor;pt;oncannot~i<ptre befor~ the date Specified by the state). If the prescriber has avalid medical reason 

for deviating from the de~a,ltJpt>Sor;;pt;,,>n l'ength under state·law atthe time the presci'i'ptiOn was issued, we ask that the medical judgment be 
· documented and attached. that this informatio:l may be provided to the ;:~atil!nt. 

1358338 

.. 
..•. ' 

. ' ., 
' ·.' . 
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1800 ·contacts· 
·Dear Eye care Provi<!er, . · · , ' ' . '_ . ; , ' · . 

We a ..re req..;esting t~· cont.act lens pr~~~riptio.~ for.th~_~oil~~-ing ;_us:o~~r p~rsuani to the Fairness to 
'Contact Lens Consu rs. Act (Public Law 108-164), which requires the prescriber to provide a copy of 
. the contact lens pre t iption·to any perso~ design~ted to a~!'on behalf of the patient •. Th,.is custorii~r 
has authorized i:8o/i ·ONTACTS to request !'his information 'on his/her behalf. This is not a contact lens 
order verification re~ est. . ' , . 

Please either (A; se+ us a copy of the·c;s~orn~r's actua.l pr~scriP.tion; or alternativeiy, (B) complete and 

send back to 'usthe _] r~scriptio';; Form below,' hidudirg all pa;ameters, applica~le dat~s: ~nd si~n~ture; 

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


by 05/14/2015' Ple~s return this form even if the parameters below. are correct "_. •,'


' ' 1.: ' - ' . '' ' .. ' 
i'l : ' . • • ' 1 

Patient Name: ~····••• Address: 
. 

-'• 

· OD 

• -i :· 

Br.lnd/Man Uacturer 

I BiofinitV 6 

..•,. 

. Power-. 

· I ·3.7s 

-,... '. 

Base Curve 

. I s.6o 

., 
,, 
Diameter . 

I 14.o. 
Cyi/Add 

I o.oo 
Axis 

Ia I 
. 

• 0OS : I Biofinity 6b Ids ·, ·I s.6o 114:0 Io.oo lo I 

•·. 

Exam Date: I I I . I I I I J 
' M M 0 0 y y y y 

Rx Issue Date": . ... 

·, 

I; ,M 

I 
M, 

. 

I . 
•"' 

0 

·. 
I·· 

0 

,J 
' ·, ',,.

' -~ . 

• 
I 

--

• 
.Y 

I- y 

I 
y, 

I 

' 
Rx Expiration Date: I , I I I r I I I 

; 
.M M,; 0. ' •' 0 

,. 
,y:' y y y 

' " 
' - . 

Doctor's Signature: -+:-'f-.----.,-~-.,--,----.,-~~-------
' '• 

.,. - _\- ' 
"'The term "Rx Issue IJ:ate" is date on which the pat-ient-receives a· co"py of the prescriPtion at the compl_etion of their contact lens fi~ting. 

••Absent a valid me'dical rea o ; ~e prescriptior~ caOnOt exp~re·t~s~ than oneviar after the issue daie in any state {or, in states that permit 

longer prescription lengths, t eprescription cannot eKpire befor·e th·e date specified by the state). lfthe prescriber has a valid medical reason 

for deviating fro~ ihe defaul p escription length under stale law at the time the prescr1~tion \vas issued, we ask that the medical judgment be . 

documented and~ttached.. o ~that this ~nformation maybe proVided io the ?Jti~ili. . , . ' •· ' 
' : _. ;! . .,:- 1357887 . '' . . 

..,:• 

., 

.,'' ·,' . . ' 



RFS-03 4/28/2015 9:29:06 AM PAGE 1/001 Fax Server 

Dear Eye care Provi e , 

We are requesting tfl contact lens prescription for the following customer pursuant to the Fakness to 

Contact Lens Consu rs Act (Public Law 108-164). which requires the prescriber to provjpe a copy of 

the contact lens pre c iption to any person designated to act on behalf of the patient. Thl~·customerI . . . . 
has authorized 1-800 ONTACTS to request this information on his/her behalf. This is not a contact lens 

order verification reb est. 

Please either (A) se~~ us a copy of the customer's actual prescription, or alternatively, (B) c~mplete and 

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

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

·.. 

Patient Name:~~....-.--.--.--.... Address: 

Brand/M ufacturer Power Base Curve Diameter Cyl/Add 

OD Soflens ~8 pk -7.00 8.70 14.0 0.00 

OS Soflens j8 pk -4.25 8.70 14.0 0.00 

Exam Date: 

M 

Rx Issue Date": 

M 

Rx Expiration Date: 

M M D , ' ' ' ' 

Doctor's Signature: +-11-------------------------

*The term "Rx Issue Date' i the date on which the pat;ent receives a copy of the pres.cription at the completion of their contact lens fitting. 

•"Absent a valid medical e son, the prescription cannot ~xp;re less than one year after the issue date in any state {or, in sUites that permit 

longer prescription lengt~s, the prescription cannot expire before the date specif.ed by the state). If the prescriber has avalid medical reason 

for deviating from the dera It prescription length under state law at the time the prescript;on was issued, we ask that the medical judgment be 

documented and attached, Note that this informatio~ may :>e :;>rovided to the :;>atient. 

1246328 

http:specif.ed


I 
send back to us 

documented and 

RFS-01 5/14/2015 11:55:06 AM PAGE 1/001 Fax Server 

) ';..,·-.:'-f ·~ ) .. , . 
' !,•

.1800 contacts· 

·~"·.we (eciuesti11rl 'the· contact lens prescription for tlie folloWing customer pursuant to the _Fairness to 
. '?•! -4 

Act (Public Law 108-164), which requires the prescriber to provide a copy of 
niF•krr·intinn to any'person designated to act on behalf of the patient. This customer 

; ..•has authorized CONTAcrs to.request this information on his/her behalf. This is not a contact l~ns 
.· ~rder veri'fic~ii6n' (e,1u,'!st.' . . . . ' . . 

<i>rirl.o« a copy of the custom.er's actual prescription, or alternatively, (B) complete and 
PrF•<ro·intinn Form below, including all parameters, applicable dates, and signature. 

n"'"'·l.\tfnn 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. 

l ).~-f'~:~.!.~~td,j'· 
. .. . ~- ' -

' 

OD 

OS 

M M 0 0 ' ' ' ' 
.,. 

Rx ISsue Date•: 
..M, 'M D 0 ' ' ' ' 

' ' ' 

Rx Expiration Date: 

M M 0 0 ' 

Doctor's Signature: .J--1~-----------------------
. ,. ·. 

• ••. ··1 ·-.~.,,r:;";. .b • . • . , ,: • 

the date on which.th~-~ti~rit, receiVes ·a cOpy ofthe prescrlPt{on at the completion of their contact lens fitting. 

••Absent a. valid modl"•drc•psc>n, the prescription cannot expire Jess than one year after the issue date in any state (or, in states that permit 
lonl~~s.ltht prescription cannot expire before the date'specified by the state). If the prescriber has a valid medical reason 

doj'ajltpres_,,;ptlonleni!tl und~r State law at the tim'e the prescription was issued, we ask that the medical judgment be 
Note that this information may be provided to the patient. 

1418462 
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. ' 

Dear Eye Care Providr 

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

Contact Lens Consum~ Act (Public Law 108-164), which requires the prescriber to provide a copy of 

the contact lens pres9~iption to any person designated to act on behalf of the patient. This customer 

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

order verification req~ st. ' 

•· 
Please either (A) send sa copy of the custom~r's actual prescription, or alternatively, (B):omplete and 

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

The actual prescriptidn or Prescription Form should be sentto our toll-free fax number 1-888-407-2020 

by 05/14/2015. Pleate return this form even if the parameters below are!' correct. 

Patient Name: Address:+lo!-••liiiL 

Brand/Manu cturer Power Base Curve Diameter Cyi/Add Axis 

OD I Purevisian!G k I -2.2s I s.6o I 14.o ]o.oo lo 

OS I Purevisior~ 6 k I -2.so I s.60 I 14.o I o.oo lo 

Exam Date: I I I I I I 
M 0 0 ' ' ' ' 

I I I I I I I 
M 0 D ' ' 

Rx Expiration Date: I , I I I I I I I 
M M 0 0 ' ' ' ' 

Doctor's Signature: -1-+-----------------------

'"The term "Rx Issue Date" ilt e date on which the patent receives a copy of the prescription at the completion ofthe1r contact lens fitting 

'"~Absent a valid med1cal re s n, the pre.scnotion cannot C!lO re less than one year after the issue date in any state {or, m states that perm1t 

longer prescription lengths,\n prescnption cannotexptre before tne date spectfied by the state) If the prescriber has a valid med1cal reason 

fordeviat1ng from the defaJit rescnpt1on length under state law at the time the p'escription was issued, we ask that the medical judgment be,,
documented and attached. N te that this information may be provided to the patlent. .. 

1357306 
.• 

I 

I 

I 

I 
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·

.-· '' ·' . 

,"Deany;Care P~~vl;{: ; :;,.:, ..,·.·;·, ' .:·. :·' _ · ::· :~ '' . , 


We are requesting t~e ontact lens prescription· for the follciwing.customer pursuant to the Fairness to 

Contact Lens Consu~e s Act (Public Law 108-164),:which r~quires the prescriber to pro~ide'a copy·of 

·the contact lens presh ~tio~ to any person designated to act o.i behalf of the patient. This custo~er 
1 

h·a_s a_uthc:>rized 1~800, 'ONTACTS to request th!s information.on- his-/her behalf. This is.not a.contact lens 
. order verification re u st. .:-.. 

' . . '. ..,.., 

Please either(A) send:· sa ~~py of the cust~mer'~ actual prescription,-or alternatively, (B) complete and 

. send b~ck to us th~ t; ~~;jption For~ b~loY,, including ~!l·pa;ame~er~, applicable dat:s: and si~nature.. 
The_ actual prescripti1~ or Prescription Forni.should·be sent to our toll-free fax hu~ber 1-888-407-2020 

by 05/14/2015. Pleas return this form'even if the parameiers below_are correct. · · · 

·' ·~ . '. :-

I 

I I . I . - I 

I - . . . . 


I 
Patient Nanie: 'i+-••••• Address': .. •••••••!!!I 

,, 
.·~-::',··:.....--_·.· . ' ..· 

Power Ba;e·J~;~~/.: .'.·ofa~eter · CVI/Add1 ~· Axis . ' 
. OD ."· I Bioflnity.T6r1 6pk I 4.so : . ·· ,. J s.7Q. •· " h4.5 .; ... I .0.75 : 1150.. I . ""\·I' ,. ' .. ·' 
, as . I Biofin;,:,.rJri · 6pk I 4.50. .. · I s.1o .. 1'14.5 l-o.75 l2o I 

;Ii ' ·' ' ':;:~~~· 
. 1.-.Exam Date: I ' I. ·_ I I I I I J . ' 

M M 0 D • 'Y. y y - y
" '· 

I 
y 

Rx Expiration Oat~:' I 
y y ,y yM ,\1 0 0 

..t ••. 

.Doctor's Signature:·-+t-------"-''-----...,---.,,-,--,-::-'7'--':--,--,-- 
". ~- ':. .}' . . '·: . •' 

, *Th'e terr~ ul!x)Ssue Date"'iS h' da~e on which the pa'tre~n~_receiv~~ a copy~~f the presc'riP_ti'o~··'at th~_co:nPietion ~fthei~ ~rit~ct !ens'titting. 
~ • - - ,.<': l ' • •: ' : ';·.' ' • ., • • L 

~*Absent a valid m"edica!-rea o' th"e 'prescri;,ti"on ~nnot ex~.rc ~~~s.than r?rc y~ar.art_er t~~ issue date in ciny state {or: in state's.'that permit 
Ion~~{ pr~c;ription lengt~~: t.1e· :_·r~_crlption can~t~xPfre be~'re the datespe~if.i!d by ihi sta:e)· 'rtthe prescriber .ias_ aValid medical rea.son 
for deviating from the defaul pesc·ription length under state JaW at the timet.ie prescription Was iss'Jed, we ask that th~ medical judgment be ·: ' 
',documented and.attached. o' that this information m3yOe provided to the oatlerlt. -: -~ . . - ' 

.. ' .-1363264 
~ " . 

. : ... 

' '.\. . ',·. '• ··'- _, .. 
"· 

., ;·, 
·.,.'-• 
•, ..... · 

',_. ' ·~~ ·. .,..... -~. 

. •' 

http:timet.ie


·, ' ;'-
I -3.1s 

. \ ··l',, ,. \1. !'h. --~ . ..-. '· '. .. )'i~' •' h 
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:. 

... 
~: '!'!:.~'•• ' •• > • 

1800 contacts"~· 
. . ' -. . 

-<; 1 • -. , .. 

·Dear Eye care Pra.~Jdf: ,_ . , . :_- , . . . · ' :- . ',::_ · . · · 

'We are reque~ting t~~ co~tact lens prescription fo·r :he :~ll.owing c.u~tomer pursuant to the Fairness to 

Contact Lens Con~u1 rs Act (P~blic Law 108-164), which requh'es the ~rescriber toprovide a copy of 


. the contact lens presc iption to any person designated to act on behalf ofthe patient. This customer 


has authorized 1-8od ONTAcTS to request 'this information on his/her behalf. This is nota contact lens 

. . I , . , . .. . ' ' . . . .. • . •• . 

order venficallon request.. · . · · . . · .- . . 
·'Pl~ase either (A) s~n~' 'sa c~py of t~e..c~st~,;ers a.ctual ;[esc;ip:t;?~' or alternatively .·;B) ~omplet; and. 

sen~.back'tci us ther_sc~i~tio~ For~ below; includjng all: p~r~~et~r~. applicable dates, and ~ignature. 

.	The actual prescriptip or Pr~scri~tion F~r~ -~hould·be s_ent to·9ur toll-free fax number 1-888-407-2020 


by 05/14/2015. Ple~s return thos form even of the parameters,below are correct. · · 
1: . . 	 ' . .

' ';," 
,• . 

;t
Power Base Ci.~rvf!' olarrieter ·: CVI/Add Axis 

I s.1o I 14.o Io.oo lo I 
'l·, . ,' ~ ~ '~- ;. 


'os' I Acuwe A~~ ncej6pk) I -3.ls ' 1 bo ·I 14:o Io.oo lo I 

·-· .. •' 


. I EX~m Date: I 
y yM ,.M' ·.-,' ~· D, 

, 'I ... ,. ' .. I ....,
Rx Issue Qate•: I I .... ,_ ,.·. , I, 	 I 

. D y 	 v yM •. 

·.I' ., . I I,. I.' Rx Expiration Date; J 	 I I '·· I 
M M D D y y y ,Y •. ,. 

., .I,. 	 .. ., .., ,. ,. 
.. .. :I

Dod:or.-s Signature: _
1+·-f.--"--,----~~.,.-'-~-'---~-:-~-.,..~-"----

r J~ • , •, , 	 • , c , 

"'The term "Rx .IsSue Date" s he date On ~VhiCh tlu! patient reteives a 'capy Of the· pfe5cripi:o)i at the completion of their contaCt lens fittit1g. 
. 	 ~ ,.: '. . : ' ·. .'. ,. ' ~ .. ' ', . ' - . ' 

••Absent a v_al_i~ medical r a o~, the, prescription ca!lrot eilp,re less than one ye~r after the iss~e date in any_ state {or. in states that permit 

_longer prescription lengthSJf ~ : pres~fiption cannot e~pir~ bef9rethe d?te.spe~ifi.e~ bv.~e s~.te) .• lfthe prescriber has a. valid 111edical reason 
for deviating frOm the ·qer. Ul prescription Jength·uOde~ state laW at t~e~ime tlie_piesCription was.issued, we ask ~at the medical judgment be 

"documented and attached ote that this informatio1 may be provided to the ?<~tiE!nt. .: ~- ,,- ' · ' 

: ".. - ' . 1364183·. 

,,, . '·' '·' 
',,,.. 

>·'· 	 ~-

'' ~ .. ' : 
'.I' 

;" .. · 
• 

,• 
' . 
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1800 contacts· 
Dear Eye care Provide 

We are ;equesting thb ontact lens prescription for the following customer pursuant io the Fairness to 


Contact Lens Consu~e s Act (Public Law 108-164), which requires the prescriber to provide a copy of 


the contact l.en.s presl:r ption to any person designated to act on behalf of the pat1ent. Th1s customer 


· has authorized 1-8od ONTACTS to request this information onhis/her behalf. This is not a contact lens 


' : 
;" ":); •I '"ii~-r~erverification re,u sL , .. , ' ' . . , . .. . _, .. :. . , 

1 · ·Please eithei (A) send sa copy of the customer's actual prescription, or alternatively; (B) complete and 
I 

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

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

by 05/21/2015. Pleas return this form even if the parameters below are correct. 

I 
I .I ' Patient Name: : Address: 

.. 
Brand/Man u acturer Power Base Curve Diameter Oil/Add Axis 

•... - ~· 

:·· 
1 

OD ·l Preclear 1l D y Multifocal30pk I ·4.25 I 8.7o I 14.2 Io.oo lo I 
I 

OS I Procle~r lJ D y Multifocal30pk I -4.25 I 8.7o I 14.2 Io.oo lo I 

Exam Date: 

Rx Issue bate•: 

Rx Expiration Date: 

• 

Doctor's Signature: 

I I I I I I I I 

M M D D y y y y 

I I I I I I I I 

M M· D. D y y y y 

' I I I I I I I I 
M M D 0 y y y y 

'The term "Rx l""e Date" l, :he date on which the patient receives a copy of the prescription at the completion of their contact lens fitting .. 

. . 
"Absenta vaHd medical .f• on, the prescription cannot expire less than one year after the issue date in any state {or, in states that permit 

longer prescription length , e p-rescription cannot eKpir"e before the date specified by the state). If the prescriber has avalid medical reason 

for deviating from the detJur prescription length under state law at the time the prescription was issued, we ask that the medica! judgment be 
documented and attached! ote that this information may be provided to the patient. 

1425261 

• 

I 
' 
I 

• 
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' : 

1800 contacts· 
Dear Eye care Provia r, 

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

Contact Lens Consur rs 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 
. I

has authonzed 1-800 CONTACTS to request this information on his/her behalf. This is not a contact lens 
est. . ' . - . .. ' order verification rJq 

Please either (A) sel us a copy of the customer's actual prescription, or alternatively, (B) complete and 

send back to us the P esi:ription Form below, including all parameters, applicable dates, and signature. 
.· 

The actual prescript! n or Prescription Form.should be sent to our toll-free fax number 1-888-407-2020 

by 05/21/2015. Pit· e return this for'!' even if the parameters bel~w are correct. 

. . 
I 

Address:Patient Name: 

' . 
Brand/Man facturer Power Base CurVe Diameter Cyi/Add Axis 

OD I Biomedrds C6pk I -5.oo I 8.5o I 14.2 I o.oo lo I 
I 

OS I Biomedids C6pk I -5.so I 8.5o I' 14.2 I o.oo lo I 

.. 
Exam Date: I I I I I I I I 

y y yM M D D y 

-
Rx Issue Date•: I I I I I I I I 

yM M D D " y y y 

Rx Expiration Date: I I I I I I I I 
y y yM M D D -' 

" 

Doctor's Signature: 

•The term "Rx Issue Date" s e d~te on which the patient receives .a cqpy of the prescription at ihe completion of their contact lens fitting. 
.. 

*"Absent a valid medical r a s n, the prescription cannot expire less than one year after"the isSue date in any state {or, in states that permit 

longer prescription lengths t e prescription cannot expire before the date specified by the state). lfthe prescriber has avalid medical re~son 

for deviating from the defa I prescription length under state law at the timE! the prescripti~n was issued, we ask that the medical judgment be 

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

1428726 
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1800 contacts· 
.. 

! ~ _, ' • ,' 

Dear Eye Care Pr6vi9~ ; · · 

; We are requesting t~e contact lens prescripiion for the following customer pursuant to the Fairness to 


Conta~t Lens Con~uT rs Act (Public Law 108-164), whi~h requires the pres~riber to provid~ a copy of 


the contai:t lens pre~c' iption to any pe;son designated to ~ct on 'behalf of the patient. This customer 


has authori~e.d 1-800 Ot:JTACTS to request this information on his/her behalf. This is not a contact lens 

order verification re~ est. . · · . ·· · . , ... 
 '.

i" · · · . I . . · . · . · · · ··· : ' · 
Please either (A) se~d us a copy ·~f the customer's actual prescriptio~,.or alternatively, (B) complete and 

send back to us the r~scription Form· bi!low,_including all parameters, applicable dat~s, and signature .. 

The actual prescriptio or Prescriptiqn form should.be sent to our toll-free fax number 1-888-407-2020 

by 05/21/2015. Plea e return this form even if the parameters below are correct. 

. .. I . . . . . 

• 

; 

Patient Name: ··Address:. 

'' i 


• Brand/Man facturer POwer Ba'se Curve Diameter 0,1/Add Alds 

OD I Acuvue d~ vs 12pk I -1.2s I 8.40 I 14.o Io.oo lo I 


OS I AcuvLie da :vs 12pk I -1.2s I 8.40 I 14.o Io.oo lo I 


Exam Date: I I ' I I· ' I I I •. I 

y ·Y y yM M '. D D 

I I I I I I I
I .. • 
y yM M D D y v 


Rx Expiration Date: I I 
.. 

I I I I I I 
- yM M ' D D y y v 

' .-... . .. 

Doctor's Signature:++---------,----------------- 

'"The term uRx Issue Date" is he date on whicH the patie_~t receive!. a copy of the prescription at the completion Of their contact lens fitting. 

••,Absent a valid medical1a on, the prescription cannot eKpire leSs than one year after the issue date in any state (or, in states that permit 


longer prescription length$, _e prescription cSnnot expire before the date specified by the state). If the prescriber has a valid medical reason 

' I .. - - . 

for deviating from the deJa~ prescription lenglli under state law at the time the prescription was issued, we ask that the medical judgment be 


documented and attached. ote that this information ma_y be provided to the patient.. 


-1423598 -· -- ., ... 

' 

N 


http:should.be
http:prescriptio~,.or
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j,' 

D~ar Eye care Provi~ r, 

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

Contact Lens Con;u~ers Act (Public Law 108-164), whi~h requires the pres~riber to provide a ~-py of -· 

the contact lens prclS< ~ipticin to any pe;son designated to act on 'behalf of the patient. This customer 
I 

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

order verifica!ion rdq~est. . . . .· 
,. 

.Please either (A) set us a copy -~f the customer's actual prescripti~n>or ~lternatively, (s) complet~ and 

send back to us thr esciiptioir Fcirni·belo0,:i1Kiyi£ing all jJaramet~;s, applicable d~t~s, and signature:. 

The actual prescripti nor Prescriptiqn Form should be sent to our toll-free fax number 1-888-407-2020 

by 05/21/2015. PIJa e return this form even if the parameters below are correct. 

00 

. . I 

Patient Name: ·li•••••• 
. 

' '' ,. -' 
'• 

· Brand/Ma i.Jfacturer 

I Acuvue b sys 12pk 

' -· 

Power 

- I -4.2s 

Address: 

.. ,, 

Base Curve Diameter CVI/Add Axis 

I 8.40 I 14.o I o.oo lo I 

OS I Acuvue b sys 12pk I -4.2s I 8.40 I 14.o I o.oo I o I 

.. .>~::-:---, I •. I-

M M D D ·Y ·Y y y 

I I • I I I I I 
M D y y -, y 

·' ,-;· 

Rx Expiration Date: I I I I I I I J 
M M , D - o ,: ' ·. ;' y y y y. .. ... 

Doctor's Signature: +t------------------------

•The term "Rx Issue Date' i the date on whici\ the patient receives a copy of the prescription <it the completion Of their· contact !e'ns fitting. 

••Abserit avalid medical e· son, the prescription 'cannOf expir~ leSs than one year after the issue date In any state (or, in states that permit 
to~_ger prescription lengihS, :he preSc.ripti~rlCSn.riot expire befor~ the date·~~cified by ihe Statej. If the preScriber ha~·a vi!lid ~edical re~son 
for deviating from the det'au t prescfiption lenglh u.nder state law at the time the prescription was issued, we ask that the medical judgment be 
documented and attached. ote that this information may be provided to the patient. 

1423598 

' 
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¥ -.~. • • ~ 

-~18oocontacts· 
.. ' 

Dear Eye Care P o ider, 

We are requesti the contact lens prescription for the following customer pursuant to the Fairness to 
. . . -~·-··· ..,

Contact Lens Cor umers Act (Public Law 108-164), which requires the prescriber to provide a copy of 

the contact·lens p escription to any person designated to act on behalf of the patient. This customer 

, ....•. ·. , ... ~ .....has authorized · OO.CONTACTS to request this information on his/her behalf. This is not a contact lens 
~~:~~.:~CA~.M~·~L:;\~f::f~~~~-~~#Jef~~}j:~~~t"fgt ~ :e'qif~st'..~: _ . , .. -. ·:·. :':-"c- ·-~ ~: .· J: .;:. ··." "l' ...: ·. ·• .:.:~ · · -:~_:;\:_=~;-~L;·~~~-~~L;J" ~;;;, ,Jht; ~.).[~.\t~·~4i~e 

..· :;.::_ ' · . , • Pl~ase ei;her Jend us :c~py of~·h: ~~:~o:e~s ~:~~1-pres~ri~~i-on,or alternatively, (B) complete and 

send back to us 1· e Prescription Form below, including all parameters, applicable dates, and signature. 

The actual presjription or Prescri-ption Form should be sent to our toll-free fax number 1-888·407-2020 

by 05/21/2015. l,ease return this form even if the parameters below are correct. 
' . 

. ' . . ' . . ' . ' " ' ' -~ ... . 

OS 

Exam Date: IL__~..LI_ ___..J_I_ __JI__L__I_ _LI_ ___j_I___L_I____JI 

M y y y 

Patient Na~e: Address: 

AxiS 

OD I Sotlkn 66Toric 6pk I o.75 I 8.so I 14.5 1-1.75 1120 I 

• ":!·-' I Sofl~n 66Torlc 6pk I 1.00 I 8.5o I 14.5 I -2.25. I 

Rx Expiration Dat : IL__ __JI~·__.L:.I.·__J__I_ __~·I____t.I__~.J__I_~J__I_ _JI 
y yM M 0 D y y 

Docto?ss\gnatur . . . ' '. . ,. . , :. .. •" . 

"The term "Rx Issue ~a " is the date on which the patient receives a copy of the prescription at the completion of their contact lens fitting. 

· ..Absent a valid med/c I reason, the prescription cannot expire less th_an one year after the iSsue date in any state (or, in states that p:rmit 

longer prescriptio!l lep hs, the prescription cannote.~p!re before the ~ate specified by,~e state). If the prescfiberhas a valid medical reason 

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

documented and atdch d, Note that this information,may be provided to the patient, 

1418476 
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18oocontacts· 
Dear Eye Care Pro~i er, 

We are requestingJl e contact lens prescription for the following customer pursuant to the Fagness to .. 


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


the contact lens pr~ cription to any person designated to act on behalf of the patient. This customer 


':'.: ._],. <1l,h~ds. a~:t~~~i~f,~,1-~?, :J$~1ACJ}~ ;_o/~'!uc;.•st. ;~~s' J.~~£2!~,t~~n,~. ~~is.(:h~r b,.~-~~~- ,T~!~~-~ ~?~~1c~~a~,t le~s_ .,.i •~'··;..~;Ad... 
~. '·or ervenficat1onre uest ·, .-:·-~{ -~ ..--:... :~~· ·'·:-~- .,-·-·/'.}!·";'--,;:f;.i:i;f,-·":-'" .. ,..;, -~'- · •... -·-·,'; · 

Please either (A) s~n us a copy of the customer's actual prescripti~n, or alternatively, (B) complete and 


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


The actual prescri~lti nor Prescription Form should be sent to our toll-free fax number 1-888-407-2020 


by 05/21/2015. Plb se return this form even if the parameters below are correct. 
- 'I I • ' -~ • •• • ~ •. . . 'i 

Patient Name: Address: 

Power Base Curve Diameter Cyi/Add 

OD ue Moist (30pk) -4.00 8.50 14.2 0.00 

. I
OS 1-Day AC ue Moist (30pk) -4.00 8.50 14.2 0.00 

Exam Date: 

-M 

Rx Issue Date•: 

M M 

Rx Expiration Date: 

M M 0 0 y y y 

-·.-., 

Doctor's Signature: 

I 
•The term uRx Issue Datej i the date on which the patient receives a copy of the pre_scriptior:! at the completion of their contact lens fitting. 

••Absent <i valid medical te' son, the prescription can~ot e_Kpire·l~_ss than o_ne yea(after t~e issue date in any state_(or, in states that permit 
longer prescription ~engt~s._ he prescriptiO[l cannot expir~ before the date specified by the state). If the prescriber has a valid medical reason 
for deviating from the deJa. It 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. 

1418374 



RFS-02 5/14/2015 12:11:5.0 PM PAGE 1/0.01 FaX Server 

18oo·con:tacts· 
Dear Eye Care Pro[ i~er, . . .. 

'We are requesting he co~tact lens pr(!sqiption for the follo,wing custon:er pursuant;to the Fairness to ' ·~ ' ' - ' . '' . ·- ·' ·"- . ,_. .. - . '*'··· -" 
Contact Lens Consuiners Act (Public Law 10S-i64L which requites the prescriber to provide a·copy of 

the contact lens p~E scription to any per~on designated io act on behalf of the patient This customer 

'·:,.... has a_uthoii~~d 1-~c o..CONTACTS to request t~is _infor~atior on his/her b~.half: This is not·~;c?n\act ~~~s, ·". 
. _;~~- ·- . "t.l.. ~order verification r quest. - · · · 

.Please· either (A) Je ·d'u~ acopy of the- cusf~nie'r's actoai pi~sJr'iption,' bralternatively, (B) complete and 
1 

s.end 'back to us·t*e Prescription Form below, including. all para. ;,eters, applicable dates, and signature. 

The actual pres.cri ion or Prescription Form should be sent to our toll-free fax number 1-888-407-2020 
' . . 


...by 05/,21/201~. II· ~se return this form e~en if the parameters below 'are correct 


Patient Name Address:,.@l••li 
' 

... 
Brand/ nufacturer Power Base Curve Diameter Cyl/Add Axis 

00 r Biofini y Oric 6pk . I ~2.1s I 8.7o I 14.s I -o.1s 1180 I 
I 

OS I Bloflni~ aric 6pk l ,2;00 f 8.70 F14.5 I -1.75 1180 I_, ____ ., -.,.,.tlt~ _:- ._ ~"~:1~~~-~:--·;--~- .o :~;-~- .,.. \ ·-: ~~,'/.:I '·'-" ''"':~·:··,.;;:;. ~- -..~...-~.~' '•' -'" ;,.,_ - ' 
,t ·~ .- . 

t'.. Exam Date: II I -r. 1 I I I I I 
M M D D ' ' ' ' 

Rx Issue Date•: I I I.. ... 

' ' ' 

Rx Expiration Date: I I I 
' ' ' 

I 

I 

Doctor's Signature:~-------------------------

:~:::::~:::,,':::::~l·:· ::::.::::~~::.~:::::.":::::':::,·.:::'::::.:::::;,~::::~:~:~:·:::~.:::,:::';,:~~.~:::~::~:. 

longer prescription Ieng ~ the prescription cannot expire b~fore the date specified by the state). If the prescriber has ~valid medical reason 
for deviating from the d t.i: It prescription length under state la'w at the time the presCription was issued, we ask that the medical judgment be 

documented and attach d Note that this information may be provid;d to the patl~nt, 
1418695 

-.. 


mailto:Address:,.@l

