
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	

	 	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

EXHIBIT A
 



born Dete 11/07/2016 

"''''"'""" - ll(07f21ll1 

0 

BC Ola Sphere ".!!lndu AXIS Add Tint! 

a.~o H,10 ••'Ci SHi Handling lint 

Qty: 0 


BC Ola Sphe re CVllnder AXIS Add Tint: 


B &l BIO !RUE 90 p~d( 
 a.so 14.10 -7.50 SPH. Handling Tint 

RepltnJshment DOT 

I Dally NONE 

Care Reg1111~ 

Notes 

Provider: 

License # : 

L 
1 

RT: 

IPrtsm I1~1~,. I~:., 1~,. \: !"'I ~ \ 
LT: 


Exam Date J2/07/20l6_\ Exp Dj)Er 12/07/2017 


·:.., I:,. ICy!, \l-A _,,._A 1~ 
Rr .. SPHf'1ollll1et. 

I 1~,. 1 1 ~ l"" { I._/ Ucense1t; II 
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Pnnt Date: 08101/2016 Exam Date: 04/15/7016 

EKp•raboo Date: 04/15/2017 

Final Contact Lenl Rx 
Patient: -

OD: 

Product: 

Air Opt1x Colors (6Pk) 

os· 
Product: 

Air Opt1x Colors (6Pk) 

Wea-~ule 

BC 

8.70 

BC 

8.70 

Dia Sphere 

14.50 -4.75 

Dia Sphere 

14.50 -4.75 

R~AiStlment 

Cylinder 

SPH. 

Cylinder 

SPH. 

Axis 

Axis 

Add 

Add 

Otv: 

nnt: 

Handling Tint 

Qty: 

Tint: 

Handling Tint 

DOT 

1 

1 

Care Regimen 

Notes 

Provider: 

/) 0 

License#: 
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Contact Lens Rx 

Rx Date: 19-Dec-2016 
Expiration: 19-Dec-2017 

Refills Per Eye:O 

Sphere Cylinder Axis Add Base Curve --­ Diameter Multifocal 
OD: -6.50 -1 .75 170 8.70 14.5 
OS: -6.50 -2.25 010 8.70 14.5 

[ · Manufacturer I Lens 
OD: COo erVision ~ - - __- p~==AquaCrear_li_o_ric 6_P_ack___, 

OS: CooperVision - Private Label _ Aqua Clear Torie 6 Pack 

-

NPl#: 

Printed: Jan-19-2017 5:30 PM 
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Lie# NPI# ------ ­

Patient Name 

.a. Spectacle Rx 

SRX SPH AXIS PRISM/BASECYL 	 ADD 
_. J.:,OD -~ . ]:) 	 :'.) + ·­

OS -~ 5S -1. ()O '(o5 + 

Near ______PD; Distance 

0 VeriLite Lenses D VeriClear 	 D Sunsensors
0 Other ______0 Progressive Lenses D UVFilter 

0 Standard Bifocal D Scratch. Resistant Coating 

D Tint 
U1!raviole1~1 ma) cause ca1arac1s and retinal degeoerarlou. We re<:ommend that your lenses have ultra\>iolet proteetlon. 

Expiresf.j) 2 year(s) from Rx date. 

Contact Lens Rx 

CLRS SPH CYL AXIS BC E>IA 

OS - 3 )C 
NOTE TO DlSPEl'fSlNG OPTLCI AN: Please direct patient :o the preB<lribed doctor for fitting evaluation 4ild follow-up visits. 
Dispensing opncian wiU provide removal training and care msuuctlons. 

0 Solution------­
0 Disposable 0 Cosmetic Lenses D Backup Eyeglasses Recommc 

0 Daily Wear 0 Dailies 
D Solution-----­0 Torie D RGP 

Exp1rV 2 year(s) from Rx date. 

0 Substitution Permissible 
rittenD 
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·­
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--------------

---------------- ------- -----------

lssueOate: Ol /l6 / 17Name:J~~~~~-------
DOB: _ _____ ______ 

B.C. Di am. Sphere Cyl. Axis Add 

OD 840 14.0 - 3. 5 0 

OS 
840 14 .0 - 3 . 75 

Brand Name: oa sys presbyopic 

Manufacturer. visyecon 

Quat'itity: Replacement Schedule:_______ 

Remarl<s: 

Doctor.__,_,__________ 
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lilJUU I 

PJ.(..1!;$CF< r P "r t ("'N COVER S l .CEE "I" 
T O: 
F'A.ler.t• 

r ROM 
~.-

00 AeYVUV OU8y• -tor A At'Jgm.ATl•m U•i a.6 CnA• .. . .....~... •<4 AO c;y'"'·~..,,.~ ~ •v 
OS Acuvu,.. (.)~ya fn• A..-c11utY'tat1•m &C; • .o 01"" ._,. A,.,...,. ..._.._ •o C.'VL ~-7~ ·"""· , ::t'> 

<?ll!l••o• R.k' o n : --""11 00.0. 7~•11U .~ D :G5.0 O S: --4. 0 ? -o.~Ulll4h 
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Al. 
4/-i-''t00'1 
3501-"S 

't/'13~0"17 
... , ., 3/201 t' 

A4"~ ov ...-. c;1.a ... C\ 
oo. ..-......oo~.75 
oo ...~.'T~~oo 
BC 0 0 
n;-,....,~. '1.ttQ 
c:,;>r Acrvvv• -Y-oric ""' 
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ltZinU3 

PAT•E NTN OOB t 
ACl<lt Y-V~, 

C>tnim i14\i. 1/"13.120"17 
P rtn\ ....,_.,.,. l /,.;.r.;,>O't I Ex.plroa • "1/1 !V20~8 

~~· 1ri =::_ 41§¥8¥ j -j Mlo!! !!f'_~.:::====u·r" -7~ ­
Typo: ,. 1na1 R..x uao: , , 7~ 

""A.oeornm•nda.Uon•:. 
C>l•p , .,..~.- ... @ ' ""°0 • ..,. .,..,,.• .;,If luna a • • ' 
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Name ___ 
...___ Date 14YI r::;.. 

SPHERE CYL 

00 

OS -{ 
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Pnnt Date: 05/24/7-0lG 

Patient: 

RT: 
Product: 

Acuvoo ~ 24pl 

LT: 

Product: 

AcUVue Oasys 24pk 

Wear Schedlle 

care Regimen 

Notes 

•rovider: 

Exam Date: 05/ 24/ 2016 
Rx for: 

Provider: 
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State licenseng #: 
DEA: 

Prescription Date: 04/2a/'lJJ15 
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l•MISMlllASIAXIS l>D 

.. 
NW-----

0 '>Wlr.c:MOB 

Ot~-----
RntY Ill CClfll- ....-.--. ,_

~l fhltll R1 illtC C\ •:;l \- \""':f­

0 luUoa _____ 

}r rt Jfrom Rx date (\ -~\- I\p 
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EXHIBIT B
 



ADD PRISM/BASE DIST. P.O. 

DOCTOR RECOMMENDS: 


0 ANTI-REFLECTIVE COATING
0 STANDARD BIFOCAL 

0 LIGHT AOAPTl\1£ 
0 POLYCARBONATE 

0 HIGH-INDEX PLASTIC 0 RESISTANTCOATING 
0 OTHER~~~~~~~~~~~0 SINGLE VISION 0 UVCOATING 

0 PROGRESSIVE LENSES 0 TINT 

Ultra111olet hght may cause cataracts and retinal degeneration Wo recommend your lensee haw ~fl' ahcti a L 

~APPROVED FOR CONTACT LENSES 0 NOTAPPROVED FOR CONTACT LENSES 

ADDCLRX SPH CYL AXIS 

0 .0 . 

o.s. 
LENS NAME 

0 .0 . 

o.s. 

NOTE TO DISPENSING OPTICIAN: Please di'ecl palenl lo 191Um to the preacdbliio cllidllr.. 
Oilpens1ng <¥>tician win provide insel'lion. removal trU1lng and Cll'8 hltluclan& 

0 DISPOSABLE 0 TORIC 0 GI.ASSES RECOMMENDED 
_.e"'oAIL Y \NEARER 0 DAILIES 0 APPROVED FOR 

0 EXT. WEAR 0 COSMETIC LENSES ~L__J......l•M•ANN~UA.:¥

0 SUBSTITUTION PERMISSl8LE 
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RtCEI\iED 08/ 1B/ ?A15 01·d?llM 

REQ DATE/TIME: 11-Jan·2017 12:22PM EST 111111111111111111111 
REF#: 13407657 PX REQUEST DATE:20170111 

RE: RX VERIFICATION REQUEST ON BEHALF OF: 

Rx info: (PLEASE NOTE PATIENT NAMES) 

~~~n~z 18Tf0000J ow Eye: oo 
BC: 8.6 DIA: 14.0 SPH: -5.75 

Biolinity (QT#000001 OS\ 
Patient: •II Eye: OS 
BC: 8.6 DIA: 14.0 SPH: -5.75 

PLEASE FAX BACK TO 

l ) _Prescription is correct. Expiry date:------ - ­

2) _ Prescription ls Incorrect. 

Correct OD: --- -------------­

Correct OS: ________________ _ 


S) _Prescription explred on _ _ ______ 

Please fill one-time order but notify my patient thet they are due for an eye exam. 


4) _ R>< expired. Exam date: _____ Expiry date: ----- ­

11 la><ing back, please use this form only and lax 1-<!88-413·5153 or.call 1-888-678-4201 


OptiContacts.com is requesting verification of the above prescription(s) under the Fairness to Contact Lens Consumers Act. I 
represent and warra1:11 that the information provided to OptiContacts.com is accurate. II this form is fa)(ed back, a copy will be 
made available to the patient. For any qvestions regarding this prescription verification request, please contact T. Hampton at 
number above. 

Doctor Name Doctor Signature Lioense# 

B-2 


http:OptiContacts.com
http:OptiContacts.com



