JEWELL EYE INC.
NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USEDAND DISCLOSED AND HOW YOU CAN GET ACCESS
TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

WE ARE REQUIRED BY APPLICABLE FEDERAL AND STATE LAW TO MAINTAIN THE PRIVACY OF YOUR HEALTH INFORAMTION. WE ARE
ALSO REQUIRED TO GIVE YOU THIS NOTICE ABOUT OUR PRIVACY PRACTICES, OUR LEGAL DUTIES, AND YOUR RIGHTS CONCERNING
YOUR HEALTH INFORMATION. WE MUST FOLLOW THE PRIVACY PRACTICES THAT ARE DESCRIBED IN THIS NOTICE WHILE IT IS IN
EFFECT. THIS NOTICE TAKES EFFECT APRIL 14,2003, AND WILL REMAIN IN EFFECT UNTIL WE REPLACE IT.

WE RESERVE THE RIGHT TO CHANGE OUR PRIVACY PRACTICES AND THE TERMS OF THIS NOTICE AT ANY TIME, PROVIDED SUCH
CHANGES ARE PERMITTED BY APPLICABLE LAW. WE RESERVE THE RIGHT TO MAKE THE CHANGES IN OUR PRIVACY PRACTICES AND
THE NEW TERMS OF OUR NOTICE EFFECTIVE FOR ALL HEALTH INFORMATION THAT WE MAINTAIN, INCLUDING HEALTH
INFORMATION WE CREATED OR RECEIVED BEFORE WE MADE THE CHANGES. IN THE EVENT WE MAKE A MATERIAL CHANGE IN OUR
PRIVACY PRACTICES, WE WILL CHANGE THIS NOTICE AND PROVIDE IT TO YOU.

YOU MAY REQUEST A COPY OF OUR NOTICE AT ANY TIME. FOR MORE INFORMATION ABOUT OUR PRIVACY PRACTICES, OR FOR
ADDITIONAL COPIES OF THIS NOTICE, PLEASE CONTACT US USING THE INFORMATION LISTED AT THE END OF THIS NOTICE.

USES AND DISCLOSURES OF HEALTH INFORMATION
WE USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU FOR TREATMENT, PAYMENT, AND HEALTHCARE OPERATIONS. FOR
EXAMPLE:

TREATMENT: WE MAY USE OR DISCLOSE YOUR HEALTH INFORMATION TO AN OPTICIAN, OPHTHALMOLOGIST OR OTHER
HEALTHCARE PROVIDER PROVIDING TREATMENT TO YOU FOR:A) THE PROVISION, COORDINATION, OR MANAGEMENT OF HEALTH
CARE AND RELATED SERVICES BY HEALTH CARE PROVIDERS;(B) CONSULTATION BETWEEN HEALTH CARE PROVIDERS RELATING TO
A PATIENT;(C) THE REFERRAL OF A PATIENT FOR HEALTH CARE FROM ONE HEALTH CARE PROVIDER TO ANOTHER; OR (D) RECALL
INFORMATION.

PAYMENT: WE MAY USE AND DISCLOSE YOUR HEALTH INFORMATION TO OBTAIN PAYMENT FOR SERVICES WE PROVIDE TO YOU.
THIS MAY INCLUDE (A) BILLING AND COLLECTION ACTIVITIES AND RELATED DATA PROCESSING;(B) ACTIONS BY A HEALTH PLAN OR
INSURER TO OBTAIN PREMIUMS OR TO DETERMINE OR FULFILL ITS RESPONSIBILITES FOR COVERAGE AND PROVISION OF BENEFITS
UNDER ITS HEALTH PLAN OR INSURANCE AGREEMENT, DETERMINATIONS OF ELIGIBILITY OR COVERAGE, ADJUDICATION OR
SUBROGATION OF HEALTH BENEFITS CLAIMS;(C) MEDICAL NECESSITY AND APPROPRIATENESS OF CARE REVIEWS, UTILIZATION
REVIEW ACTIVITIES; AND(D)DISCLOSE TO CONSUMER REPORTING AGENCIES OF INFORMATION RELATING TO COLLECTION OF
PREMIUMS OR REIMBURSEMENTS.

HEALTHCARE OPERATIONS: WE MAY USE AND DISCLOSE YOUR HEALTH INFORMATION IN CONNECTION WITH OUR HEALTHCARE
OPERATIONS. HEALTHCARE OPERATIONS INCLUDE THINGS SUCH AS QUALITY ASSESSMENT AND IMPROVEMENT ACTIVITIES,
REVIEWING THE COMPETENCE OR QUALIFICATIONS OF HEALTHCARE PROFESSIONALS, EVALUATING PRACTIONER AND PROVIDER
PERFORMANCE, CONDUCTING TRAINING PROGRAMS, ACCREDITATION. CERTIFICATION, LICENSING OR CREDENTIALING
ACTIVITIES.

YOUR AUTHORIZATION: IN ADDITION TO OUR USE OR YOUR HEALTH INFORMATION FOR TREATMENT, PAYMENT OR HEALTHCARE
OPERATIONS, YOU MAY GIVE US WRITTEN AUTHORIZATION TO USE YOUR HEALTH INFORMATION OR TO DISCLOSE IT TO ANYONE
FOR ANY PURPOSE. IF YOU GIVE US AN AUTHORIZATION, YOU MAKE REVOKE IT IN WRITING AT ANY TIME. YOUR REVOCATION
WILL NOT AFFECT ANY USE OR DISCLOSURES PERMITTED BY YOUR AUTHORIZATION WHILE IT WAS IN EFFECT. UNLESS YOU GIVE US
A WRITTEN AUTHORIZATION, WE CANNOT USE OR DISCLOSE YOUR HEALTH INFORMATION FOR ANY REASON EXCEPT THOSE
DESCRIBED IN THIS NOTICE.

MARKETING HEALTH PRODUCTS OR SERVICES: WE WILL NOT USE YOUR HEALTH INFORMATION FOR MARKETING
COMMUNICATIONS WITHOUT YOUR PRIOR WRITTEN AUTHORIZATION. WE MAY PROVIDE YOU WITH INFORMATION REGARDING
PRODUCTS OR SERVICES THAT WE OFFER RELATED TO YOUR HEALTH NEEDS. WE WILL NEVER SELL YOUR HEALTH INFORMATION
WITHOUT YOUR PRIOR AUTHORIZATION. :

TO YOU, YOUR FAMILY AND FRIENDS WE MUST DISCLOSE YOUR HEALTH INFORMATION TO YOU, AS DESCRIBED IN THE PATIENT
RIGHTS SECTION OF THIS NOTICE. WE MAY DISCLOSE YOUR HEALTH INFORMATION TO A FAMILY MEMBER, FRIEND OR OTHER
PERSON TO THE EXTENT NECESSARY TO HELP WITH YOUR HEALTHCARE OR WITH PAYMENT FOR YOUR HEALTHCARE, BUT ONLY IF
YOU AGREE THAT WE MAY DO SO OR, IF YOU ARE NOT ABLE TO AGREE, IF IT IS NECESSARY IN OUR PROFESSIONAL JUDGEMENT,

PERSONS INVOLVED IN CARE: WE MAY USE OR DISCLOSE HEALTH INFORMATION TO NOTIFY,OR ASSIST IN THE NOTIFICATION
OF(INCLUDING IDENTIFYING OR LOCATING) A FAMILY MEMBER, YOUR PERSONAL REPRESENTATIVE OR ANOTHER PERSON
RESPOSIBLE FOR YOUR CARE, OF YOUR LOCATION, YOUR GENERAL CONDITION, OR DEATH. IF YOU ARE PRESENT, THEN PRIOR TO
USE OR DISCLOSE OF YOUR HEALTH INFORMATION, WE WILL PROVIDE YOU WITH AN OPPORTUNITY TO OBJECT TO SUCH USES OR
DISCLOSURES. IN THE EVENT OF YOUR INCAPACITY OR EMERGENCY CIRCUMSTANCES, WE WILL DISCLOSE HEALTH INFORMATION
BASED ON A DETERMINATION USING OUR PROFESSIONAL JUDGEMENT DISCLOSING ONLY HEALTH INFORMATION THAT IS DIRECTLY
RELEVANT TO THE PERSON’S INVOLVEMENT IN YOUR HEALTHCARE. WE WILL ALSO USE OUR PROFESSIONAL JUDGEMENT AND OUR
EXPERIENCE WITH COMMON PRACTICE TO MAKE REASONABLE INFERENCES OF YOUR BEST INTEREST IN ALLOWING A PERSON TO
PICK UP FILLED PRESCRIPTIONS, MEDICAL SUPPLIES, X-RAYS, OR OTHER SIMILAR FORMS OF HEALTH INFORMATION.

REQUIRED BY LAW: WE MAY USE OR DISCLOSE YOUR HEALTH INFORMATION WHEN WE ARE REQUIRED TO DO SO BY LAW,
INCLUDING JUDICAL ANDADMINISTRATIVE PROCEEDINGS.



ABUSE OR NEGLECT: WE MAY DISCLOSE YOUR HEALTH INFORMATION TO APPROPRIATE AUTHORITIES IF WE REASONALBY BELIEVE
THAT YOU ARE A POSSIBLE VICTIM OF ABUSE, NEGLECT OR DOMESTIC VIOLENCE OR THE POSSIBLE VICTIM OF OTHER CRIMES. WE
MAY DISCLOSE YOU’RE YOUR HEALTH INFORMATION TO THE EXTENT NECESSARY TO AVERT A SERIOUS THREAT TO YOUR HEALTH
OR SAFETY OR THE HEALTH OR SAFETY OF OTHERS.

NATIONAL SECURITY:WE MAY DISCLOSE TO MILITARY AUTHORITIES THE HEALTH INFORMATION OFARMED FORCES PERSONNEL
UNDER CERTAIN CIRCUMSTANCES. WE MAY DISCLOSE TO AUTHORIZED FEDERAL OFFICALS HEALTH INFORMATION REQUIRED FOR
LAWFUL PNTELLIGENCE, COUNTERINTELLIGENCE, AND OTHER NATIONAL SECURITY ACTIVITIES. WE MAY DISCLOSE

TO CORRECTIONAL INSTITUTION OR LAW ENFORCEMENT OFFICIAL HAVING LAWFUL CUSTODY OF PROTECTED HEALTH
INFORMATION OF INMATE OR PATIENT UNDER CERTAIN CIRCUMSTANCES.

APPOINTMENT REMINDERS AND TREATMENT ALTERNATIVES: WE MAY USE OR DISCLOSE YOUR HEALTH INFORMATION TO
PROVIDE YOU WITH APPOINTMENT REMINDERS(SUCH AS VOICEMAIL MESSAGES,POSTCARDS,OR LETTERS) OR INFORMATION ABOUT
TREATMENT ALTERNATIVES OR OTHER HEALTH-RELATED BENEFITS AND SERVICES THAT MAY BE OF INTEREST TO YOU..

PATIENT RIGHTS

ACCESS:YOU HAVE THE RIGHT TO REVIEW OR GET COPIES OF YOUR HEALTH INFORMATION, WITH LIMITED EXCEPTIONS. YOU MAY
REQUEST THAT WE PROVIDE COPIES IN A FORMAT OTHER THAT PHOTOCOPIES. WE WILL USE THE FORMAT YOU REQUEST UNLESS WE
CANNOT PRACTICABLY DO SO. YOU MUST MAKE A REQUEST IN WRITING TO OBTAIN ACCESS TO YOUR HEALTH INFORMATION. YOU
MAY OBTAIN A FORM TO REQUEST ACCESS BY USING THE CONTACT INFORMATION LISTED AT THE END OF THIS NOTICE. WE WILL
CHARGE YOU A REASONABLE COST-BASED FEE FOR EXPENSES SUCH AS COPIES AND STAFF TIME. YOU MAKE ALSO REQUEST ACCESS
BY SENDING US A LETTER TO THE ADDRESS AT THE END OF THIS NOTICE. IF YOU REQUEST AN ALTERNATIVE FORMAT, WE WILL
CHARGE A COST-BASED FEE FOR PROVIDING YOUR HEALTH INFORMATIONIN IN THAT FORMAT. IF YOU PREFER, WE WILL PREPARE A
SUMMARY OR AN EXPLANATION OF YOUR HEALTH INFORMATION FOR A FEE. CONTACT USE USING THE INFORMATION LISTED AT
THE END OF THIS NOTICE FOR A FULL EXPLANATION OF OUR FEE STRUCTURE.

DISCLOSURE ACCOUTING: YOU HAVE THE RIGHT TO RECEIVE A LIST OF INSTANCES IN WHICH WE OR OUR BUSINESS ASSOCIATES
DISCLOSED YOUR HEALTH INFORMATION FOR PURPOSES, OTHER THAN TREATMENT, PAYMENT, HEALTHCARE OPERATIONS, WHERE
YOU HAVE PROVIDED AN AUTHORIZATION AND CERTAIN OTHER ACTIVITES, FOR THE LAST 6 YEARS, BUT NOT FOR DISCLOSURE
PRIOR TO APRIL 14,2003. IF YOU REQUEST THIS ACCOUNTING MORE THAN ONCE IN A 12-MONTH PERIOD, WE MAY CHARGE YOU A
REASONABLE, COST-BASED FEE FOR RESPONDING TO THESE ADDITIONAL REQUESTS.

RESTRICTION: YOU HAVE THE RIGHT TO REQUEST THAT WE PLACE ADDITIONAL RESTRICTIONS ON OUR USE OR DISCLOSURE OF
YOUR HEALTH INFORMATION. WE ARE NOT REQUIRED TO AGREE TO THESE ADDITIONAL RESTRICTIONS, BUT IF WE DO, WE WILL
ABIDE BY OUR AGREEMENT(EXCEPT IN AN EMERGENCY)

ALTERNATIVE COMMUNICATION: YOU HAVE THE RIGHT TO REQUEST IN WRITING THAT WE COMMUNICATE WITH YOU ABOUT
YOUR HEALTH INFORMATION BY ALTERNATIVE MEANS OR TO ALTERNATIVE LOCATIONS. YOUR REQUEST MUST SPECIFY THE
ALTERNATIVE MEANS OR LOCATION, AND PROVIDE SATISFACTORY EXPLANATION HOW PAYMENTS WILL BE HANDLED UNDER THE
ALTERNATIVE MEANS OR LOCATION YOU REQUEST.

AMENDMENT: YOU HAVE THE RIGHT TO REQUEST THAT WE AMEND YOUR HEALTH INFORMATION. YOUR REQUEST MUST BE IN
WRITING, AND IT MUST EXPLAIN WHY THE INFORMATION SHOULD BE AMENDED. WE MAY DENY YOUR REQUEST UNDER CERTAIN
CIRCUMSTANCES.

ELECTRONIC NOTICE:IF YOU RECEIVE THIS NOTICE ON OUR WEB SITE OR BY ELECTRONIC MAIL(E-MAIL), YOU ARE ENTITLED TO
RECEIVE THIS NOTICE IN WRITTEN FORM.

QUESTIONS AND COMPLAINTS
IF YOU WANT MORE INFORMATION ABOUT OUR PRIVACY PRACTICES AO HAVE QUESTIONS OR CONCERNS, PLEASE CONTACT US.

IF YOU ARE CONCERNED THAT WE MAY HAVE VIOLATEDYOUR PRIVACY RIGHTS, OR YOU DISAGREE WITH A DECISION WE MADE
ABOUT ACCESS TO YOUR HEALTH INFORMATION OR IN RESPONSE TO A REQUEST YOU MADE TO AMEND OR RESTRICT THE USE OR
DISCLOSURE OF YOUR HEALTH INFORMATION OR TO HAVE US COMMUNICATE WITH YOU BY ALTERNATE MEANS OR AT ALTERNATE
LOCATIONS, YOU MAY COMPLAIN TO US USING THE CONTACT INFORMATION LISTED AT THE END OF THIS NOTICE. YOU MAY ALSO
SUBMIT A WRITTEN COMPLAINT TO THE U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES.

WE WILL PROVIDE YOU WITH THE ADDRESS TO FILE YOUR COMPLAINT WITH THE U.S. DEPARTMENT OF HEALTH AND HUMAN
SERVICES UPON REQUEST.

WE SUPPORT YOUR RIGHT TO THE PRIVACY OF YOUR HEALTH INFORMATION. WE WILL NOT RETALIATE IN ANY WAY IF YOU CHOOSE
TO FILE YOUR COMPLAINT WITH US OR WITH THE U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES.

CONTACT PERSON: Rob. B Je»\)t“ 6.0,
TELEPHONE:_3 OX - ‘48‘!— s 19
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