EXHIBIT A



£ 01342017

Exam Date: 12/07/2016
Expiration Date: 12/07/2017

Qty:
1 785 _I., - la [ Sphere ' Cylinder I_AXL I Tint:
l‘ 8.5( | 1. 1

| 50 | SPH. | | Handiing Tint

= —4 £ b d Qty:
. ! BC _I Dia lSphe-c Cylinder lﬂnt:
B
3 L 810 TRUE 90 pack | 850 | 110 | 70

Replenishment

Wear Schedute
Daily

SPH.

‘ Handling Tint

0OT
j L Daily

- L
Care Regimen

NONE

License #:

Bxam Date ,.".’/f./,//L.‘Jf)‘\ "E;‘u Dfﬁ: iz;ozzcw BC Dia Sph
R for:
Proviger:

Cyl. Axis Add

1 | 850 | 1410 | 750 | s l j
7 License#: z J %







Patient: I

Contact Lens Rx

Rx Date: 19-Dec-2016
Expiration: 19-Dec-2017
Refills Per Eye:0

Diameter

Multifocal

14.5

14.5

Sphere| Cylinder | Axis Add |Base Curve
OD: | 650 | -1.76 170 8.70
0S: | -650 1] -2.25 010 | 8.70

I Manufacturer , Lens
0OD: | CooperVisicn - Private Label Aqua Clear Toric 6 Pack
0S: | CooperVision - Private Label Aqua Clear Toric 6 Pack
NPI#:

Printed: Jan-19-2017 5:30 PM

Material

O S S |




Qi

= ;)
Pate I _ & ____———

Patient Name

Address
R Spectacle Rx
SRX SPH CYL AXIS ADD PRISM/BASE
oo_FLgigialas e
0s =& ISLiLihe [E=Y
Near

PD: Distance

[] VeriLite Lenses [ ] VeriClear
D Progressive Lenses I:I UV Filter
D Standard Bifocal D Scratch Resistant Coating

D Tint

Ultraviolet 1jght may cause cataracts and retinal degeneration. We recommend that your lenses have ultraviolet protection.

Expires@ 2 year(s) from Rx date.

Contact Lens Rx

D Sunsensors

D Other

CYL AXIS BC DIA LENS NAME

| CLRS SPH
©. 15| (80 [R< | i) < |Sobmed Breohihs

op [~25C
) 2 ¢ - J [ 74 ‘l - | :

os_[-3 50[ =035 kO S Teck)
NOTE TO DISPENSING OPTICIAN: Please direct patient (o the prescribed doctor for fitting evaluation and follow-up visits.
Dispensing optician will provide removal training dnd care instructions,
D Solution .
D Disposable D Cosmetic Lenses D Backup Eyeglasses Rccomme@_&‘ .
D Daily Wear D Dailies .
D Toric D RGP D Solution
Expir 2 year(s) from Rx date.

Witten

D Substitution Permissible

A-4






lssueDate; 01/16/17

B.C. Diam. Sphere Cyl. Axis Add
oD 840 14.0 -3.50
os 840 14.0 -3.75
Brand Name: casys presbyopic
Manufacturer; _ visyecon
Quantity: rReplacement Schedule
Remarks:
Docton: .




ool

PRESCRIFIION COVER SHEET

S0 Acuvae OI’QV‘ Tor A:n;‘marlam ML B.G DA 148 5P
OIS Acuvum Onays (ar Astigmatism
Clansos Fx

AT GV, QTS A 2O
BC: 6.0 Dif. 445 S/, - B0 ©YL 075 S T30
OoMn: -2 DO+0. 75110 P D:ES.0 OS: =, 00 =0 BOxars

AUnch prascription(s) here or on gepavate poge iF reoossary

(Plevss e mike thare You _fax un a coniace lens presce iption ond not an seaclass presieription —- Yhaak sl



PATIENT NAM [=T=7= 1
Address:

“ar1as1 08
AL 35014

Exam Date: A/13/2017
| Print Date: A/B/20T Expires: 1/13/2018
| <
| on‘ "WEFW_
oS —2.80] -0 50 135 I 1= 1
oD ¥ g
os| B

AN, L
se:/f [ 71

;xE Cinal =

- VAT At s -
AciCaavues O L

OD; 44.00/44.75

D5, A3 TEIAS 00

BC. 9.9

Dismerastear 141 O

Or Accuvue Torie )

—~

[00]

onz



33 2 Doe- AriAasrioa
RagEnr AL 3564
Exam Date 1/13/203 7
Print Date \ss2an s Expiras- 1/13/2018
o = = ¢
oS a4 00 + 0. 50 15 [ 1 -

g =] _ T
S5~ ~eo y
Type: Finai FRx Uso:» / /77
Recommendations:
Diop Ionoes @0 176 as preseril orsers,

L

ioos
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Name
& SPHERE cyL AXIS PRISM

BIET 7S ((O
. =iy O [ ]

oD

>

- CL Rx Expircs san 14 0

C-oofi’/wp'\ﬁc\

: - €A/ .7
830“\\.,&\ | o™ C - {1
OD! — LA OF5(to

ADD

CTL Rx

’ r— ——)—‘ (.‘\ I/
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Print Date: 05/24/2016

Patient:

RT:

[:’oduct: =

Acuvue Oasys 24pk

LT: 5
Product: - 3z ‘

Acuvue Oasys 24pk

Wear Schedule
| |

Care Regimen

Notes

‘rovider:

Exam Date : 05/24/2016
Rx for:
Provider;

-
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Micnt Name

Address

R Spectacie Rx
ﬁ“x SPH CYL AXIS ADD PFRISM/BASE
| ob :
1l os »
PO Distance Near
[_] Vel ite Lenses [[] VeriClear [} Sunsensors
[] Progressive Lemses L] UV Fiteer ] Ouver

{ J Scratch Resssant Coating
L J i
et Caiai b aed setinel Sograwvatiom W roy camanene) Dt poar lmmaes hevs il evaden prutas e

e pe it Ligh "
Expares l@c.nu;!mmk\ date q’;\— \?

Comact Lens Rx
ks | seW vl AXIS BC DIA LENS NAME |
L o |
X V) i B\ e 0 \

NUTE 10 DEISPEASING OFTICIAN Phass devct patient 10 e peraiied dochen For Birtiag evalaniim wnd tufiow wp vl

Drvqgrmeng yva isn ») o s ul basimg amd CaT Ansirmct e

:r_ | Standard Bifocal

=3 3
L J Solution

:‘,. j Disposable (] Cosmetic Lenses ] Backup Eyeglasses Recommended
L: Daily Wear D Dailies
L] Tori D RGP D Solution

Itl,puc@: yearts) from Rx date q “&\" “p

=1 n/ipe?fc asWritten (] substitution Permissible




EXHIBIT B



Name
SRX SPH cYL
oo. I+{p. -{) :x
0.S. Sl =
DOCTOR RECOMMENDS:

QO POLYCARBONATE

O HIGH-INDEX PLASTIC
O SINGLE VISION

O PROGRESSIVE LENSES
Ultraviolet light may cause cataracts and retinal degeneration. We recommend your lenses have ultraviclet protection.

- WA,

AXIS

PRISM/BASE

DIST. P.D.

(O35

O STANDARD BIFOCAL
O RESISTANT COATING

Q UV COATING
O TINT

© ANTI-REFLECTIVE COATING
O LIGHT ADAPTIVE

O OTHER

KAPPROVED FOR CONTACT LENSES

O NOTAPPROVED FOR CONTACT LENSES

CLRX SPH CYL AXIS ADD BC DIA

oo. [-S.2 |pne 5!; ‘B l { ‘[

os. |53y [V~ - -+ \ ©
LENS NAME

oD. A . 8 . : fi

o.s. : 7 ===

NOTE TO DISPENSING OPTICIAN: Please direct patient to return to the p

coBcian Wil GOV Insertcey tar

O DISPOSABLE ;
_ZDALYWEARER ODAIES  O.

O EXT. WEAR O COSMETIC L

O TORIC

3 X g
-
ol
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RECEIVED 88/18/72m15 A1:d%am

REQ DATE/TIME: 11-Jan-2017 12:22PM EST IIIIIII " I" II, II I I III

REF#: 13407657 PX REQUEST DATE:20170111

RE! RX VERIFICATION REQUEST ON BEHALF QF:

Bx info: (PLEASE NOTE PATIENT NAMES)

et '
Patient: Eye: OD

BC:86 DIA; 14.0 SPH:-5.75

Biofinity (QT#00000108

pationt NSNS c,o: o5

BC:8.6 DIA: 140 SPH:-5,75

PLEASE FAX BACK TO

1) ___ Prescription is correct. Expiry date:

2) ___ Prescription is incorrect.

Carrect QD:

Correct OS:

3) ___ Prescription expired on
Please fill one-time order but natify my patient that they are due for an eye exam.

4) . Rxexpired. Exam date: Expiry date:
If faxing back, please use this form only and fax 1-888-413-5153 ar call 1-888-678-4201

OptiCentacts.com is requesting varification of the abave prescription(s) under the Faimess to Contact Lens Consumers Act. |
represent and warrant that the information provided te OptiContacts.com is accurate. If this form is faxed back, a copy will be
made available to the patient. For any questions regarding this prescription verification request, please comact T. Hampton at
number above,

Doctor Narme Docter Signature License#

B_‘

(8]


http:OptiContacts.com
http:OptiContacts.com



