Huntington Optometric Center
100 E Huntington Dr. Suite #102
Alhambra, CA91801

P: (626) 289-9171
F: (626) 289-1026

HUNT'NGTON info@huntingtonopto.com

OPTOMETRIC CENTER

MEMBER NETWORK

In our ongoing effort to keep our patients and staff safe from COVID-19 while in our
office, we have implemented new safety protocols. Please take the time to read through
our new protocols below:

We kindly ask that you arrive to the office unaccompanied as we are adhering to the
CDC's guidelines to limit the number of people in the office at any given time. If you
require assistance of a friend or family member, please let us know in advance so that we
can plan accordingly. All minors will be expected to arrive with ONE parent/guardian.
All patients are required to arrive wearing a face mask/covering and must keep it on at all
times while in the office. Anyone without a face covering will not be allowed to enter the
office and will not be seen by the doctor.

When you arrive to the office building, please call/text us to let us know that you are
here, and we will let you know when to come to the doors to escort you in.

Before entering the office, a technician will check your temperature with a non-contact
thermometer. If your temperature is 100.4°F or higher, we will repeat the reading after 5
resting minutes. If the repeated temperature is still elevated, you will be required to
reschedule your appointment for another day.

**|f you have any questions or concerns about our new protocols, please give our office a
call at (626) 289- 9171 prior to your appointment**

In proceeding with my appointment today | confirm the following:

| do not have a cough

| do not have a fever now, and have not had one in the past 3 days

| am not experiencing shortness of breath

| have not traveled outside of the country in the past 2 weeks

| have not come in contact with someone experiencing symptoms of COVID-19 in
the past 2 weeks



CONSENT:

1. I understand that I am required to wear a face covering to my appointment.

2. | understand that my temperature will be taken with a non-contact thermometer
upon entering Huntington Optometric Center (HOC).

3. I understand that I must arrive unaccompanied (unless patient is underage), and
anyone with me must wait outside of the office for the duration of my appointment.

4. 1 understand that failure to wear a face covering or refusal of temperature
measurement will result in appointment cancellation.

5. I have answered the health questions above honestly and to the best of my
knowledge. | understand that Huntington Optometric Center, its doctors and staff
are taking precautions to limit any potential exposure | may have to the COVID-19
virus. | also understand that there is no definitive way to eliminate potential
exposure by one hundred percent.

By checking the box below, I agree that | will not hold Huntington Optometric Center or
any of its doctors or staff responsible should I, or someone | come in contact with,
become positive or presumptively positive diagnosed with the COVID-19 virus.

There are certain inherent risks associated with an eye examination during a pandemic
and | assume full responsibility for personal illness that may result, and further release
and discharge Huntington Optometric Center and its doctors and staff for injury, loss or
damage arising out of my visit. | understand that COVID-19 infection can lead to illness,
disability or even death and knowingly take the risk of exposure as | deem my eye exam
to be essential to the maintenance of my vision.

- . licy:

Due to COVID-19 and in consideration for the safety of our patient and staff,
OPTOMAP retinal imaging procedures will now be done ONCE A YEAR for all of
our patients at the time of their eye health evaluation.

There is a $45 co-payment for the Optomap retinal imaging.



The image is a quick non-invasive image that:

e DOES NOT REQUIRE DILATING DROPS. You may not need to be dilated
today, potentially eliminating a 30-minute wait and avoiding side effects such
as blurry near vision and light sensitivity

e Provides the doctor with an in depth view of the retina and optic nerve to
confirm the health of your eyes

e Allows your doctor to detect the presence of diseases in their earliest stages,
when they are most treatable

e Will be part of your permanent record and will serve as an initial point from
which important comparisons can be made, as we follow your eye health in
subsequent years.

PLEASE ASK US IF YOU HAVE QUESTIONS OR CONTACT US IF YOU
ARE HAVING FINANCIAL DIFFICULTIES

Contact Lens Evaluation Fee:

All contact lens wearers will be have their contact lenses evaluated annually. The
evaluation fee is $60 unless you are wearing a specialty contact lens. The doctor
will perform testing to evaluate the health, fit, vision and comfort of the lens on
your eye.



HIPAA STATEMENT
NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND

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 respect your right to privacy and function to ensure your confidentiality by following federal and state laws concerning
protected health information. This Notice describes the manner and means by which Huntington Optometric Center demonstrates
the appropriate privacy measures. We are required by applicable federal and state law to maintain the privacy of your protected
health information. “Protected Health Information” (PHI) is your individually identifiable health information, including
demographic information, collected from you or created or received by a health care provider, a health plan, your employer, or a
healthcare clearinghouse that relates to: (i) your past, present, or future physical or mental health or condition; (ii) the provision of
health care to you; or (iii) the past, present, or future payment for the provision of health care to you. We are also required to give
you this Notice about our privacy practices, our legal duties, and your rights concerning your protected health information. We are
also required to notify you following a breach of unsecured PHI. We must follow the privacy practices that are described in this
Notice while it is in effect. This Notice takes effect September 23, 2013, 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

In order to administer our benefit programs effectively, we collect, use and disclose PHI for certain of our activities, including
payment and health care operations. We may use and disclose PHI about you for treatment, payment, and healthcare operations.
For example:

Treatment: We may use or disclose your PHI to an optician, ophthalmologist or other health care 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. For example, we may disclose your PHI outside our Retail Dispensary for treatment
purposes if we refer you to another Retail Dispensary for a prescription for glasses or contacts to be filled or when we phone you to
let you know your glasses or contact lenses are ready to be picked up. Sometimes we may ask for copies of your PHI from another
professional that you may have seen before us. We also may disclose your PHI to others who may help in your care, such as your
spouse, children or parents.

Payment: We use and disclose your PHI 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 responsibility for coverage and provision of benefits under its health plan or insurance agreement, determinations of eligibility
or coverage, adjudication or subrogation of health benefit claims; (c) medical necessity and appropriateness of care reviews,
utilization review activities; and (d) disclosure to consumer reporting agencies of information relating to collection of premiums or
reimbursement.

Health care Operations: We use and disclose your PHI in connection with our health care operations. Health care operations
include things such as quality assessment and improvement activities, reviewing the competence or qualifications of health care
professionals, evaluating practitioner and provider performance, conducting training programs, accreditation, certification,
licensing or credentialing activities.

Your Authorization: Other uses and disclosures of PHI not covered by this Notice or applicable laws will be made only with your
written permission. In addition to our use of your health information for treatment, payment or health care operations, you may
give us written authorization to use your PHI or to disclose it to anyone for any purpose. If you give us an authorization, you may
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 PHI for any reason except those described in
this Notice.

Marketing Health Products or Services: We may use or disclose your PHI for marketing purposes without your permission in
certain situations, such as when we discuss products or services with you face to face or to provide you with an inexpensive
promotional gift related to the product or service. We also may contact you to provide information about treatment alternatives or
other health-related benefits and services that may be of interest to you where permitted by law. For other types of marketing
activities we will obtain your written permission before using or disclosing your PHI.

To You, Your Family and Friends: We must disclose your PHI to you, as described in the Patient Rights section of this Notice.
We may disclose your protected health information to a family member, friend or other person to the extent necessary to help with
your health care or with payment for your health care, 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 judgment.

Persons Involved in Care: We may use or disclose PHI to notify, or assist in the notification of (including identifying or locating)
a family member, your personal representative or another person responsible for your care, of your location, your general
condition, or death. If you are present, then prior to use or disclosure of your PHI, 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 PHI based on a
determination using our professional judgment disclosing only protected health information that is directly relevant to the person’s
involvement in your health care. We will also use our professional judgment 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 PHI.

Appointment Reminders and Treatment Alternatives: We may use or disclose your PHI 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.

Legal Obligations and Public Policy Disclosures We may use and/or disclose your PHI as permitted or required by federal, state or
local law, in the following situations:
. To organ procurement organizations or other entities engaged in the procurement, banking, or transplantation of organs
for the purpose of tissue donation and transplants.
« Your PHI may be released if a work force member or business associate believes in good faith that there has been
unlawful conduct or violation of professional or clinical standards which are potentially dangerous to one or more
patients, workers or the public.
« To military authorities if you are a member of the armed forces (of either the United States or a foreign government).

« To workers’ compensation or similar programs to the extent authorized by and necessary to comply with laws relating to
workers compensation or other similar programs established by law.

. Topublic health or legal authorities for public health activities. For example to report births and deaths, or for the prevention
or control of disease, injury, or disability, or, if directed by the public health authority, to a foreign government agency that
is collaborating with the public health authority.

« Inresponse to a court or administrative order, subpoena, discovery request, or other lawful process, but only if efforts have
been made to tell you about the request.

. To law enforcement if asked to do so (1) to identify or locate a suspect, fugitive, material witness or missing person; (2)
regarding the victim of a crime if, under certain limited circumstances, we are unable to obtain the person’s agreement; (3)
regarding a death we believe may be the result of criminal conduct; (4) regarding criminal conduct at our facilities; or (5)
in emergency circumstances to report information regarding a crime.

« We may disclose PHI to a medical examiner or coroner to identify a dead person or to identify the cause of death. If
necessary, we will share PHI with funeral directors.

« We may use and disclose your PHI when necessary to reduce or prevent a serious threat to your health and safety or another
individual or the public. Under these circumstances, we will only disclose your PHI to the person or organization able to
help prevent the threat.

« We may disclose your PHI, if authorized by law, to a person who may have been exposed to a communicable disease or
may otherwise be at risk of contracting or spreading the disease or condition.

« We may disclose to the FDA health information related to known adverse events with respect to food, supplements,

Warmaceu_ticals, product defects or information to enable product recalls, repairs or replacements. ) )
e may disclose your PHI to authorized federal officials for intelligence, counter-intelligence and other national security
activitiés authorizéd by law.

« We may disclose your PHI to a health oversight agency for purposes of 1) monitoring the health care system, 2) determining
benefit eligibility for Medicare, Medicaid and other government benefit programs, and 3) monitoring compliance with
government regulations and civil rights laws.

« We may disclose your PHI to a public health authority that is authorized by law to receive reports of child abuse or neglect.
In addition, we may disclose your PHI if we believe that you have been a victim of abuse, neglect or domestic violence to



the governmental entity or agency authorized to receive such information. In this case, the disclosure will be made consistent
with the requirements of applicable federal and state laws. To the correctional institution or law enforcement official if you
are an inmate of a correctional institution or under the custody of a law enforcement official.

PATIENT RIGHTS

Access, Inspect and copy: You have the right to review or get copies of your PHI, with limited exceptions. You may request that
we provide copies in a format other than 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 protected PHI. You may obtain a form to request access by using the
contact information listed at the end of this Notice. You may also request access by sending us a letter to the address at the end of
this Notice. If you prefer, we will prepare a summary or an explanation of your PHI for a fee.

We may deny your request to inspect and copy your PHI in certain limited circumstances. If you are denied access to your
information, you may request that the denial be reviewed. A licensed health care professional chosen by us will review your request
and the denial. The person performing this review will not be the same one who denied your initial request. Under certain
conditions, our denial will not be reviewable. If this event occurs, we will inform you in our denial that the decision is not
reviewable.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your PHI
for purposes, other than treatment, payment, health care operations, where you have provided an authorization and certain other
activities, for the last 6 years. 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 protected PHI. Any
agreement we may make to a request for additional restrictions must be in writing signed by a person authorized to make such an
agreement on our behalf. You may terminate this restriction if you submit the termination in writing, or if we inform you that we
are terminating the restriction. Any termination will apply only to PHI created or received after receipt of the termination.

In your written request tell us: (1) the information whose disclosure you want to limit; and (2) how you want to limit our use and/or
disclosure of the information. In the event that products or services were paid out of pocket in full, at your request, we will not
share information about those services with a health plan for purposes of payment or health care operations. “Health plan” means
an organization that pays for your medical care.

Alternative Communication: You have the right to request in writing that we communicate with you about your PHI 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.

Although you may initiate your request verbally, you must make your request in writing. We must reasonably honor your request.
However, the request must allow us to communicate and serve you effectively.

Amendment: You have the right to request that we amend your PHI. Your request must be in writing, and it must explain why the
information should be amended. We may deny your request under certain circumstances.

If you disagree with our decision, you may submit your written statement of disagreement to be appended to the information you
wanted amended. If we accept your request to amend the information, we will make reasonable efforts to inform others, including
people you name, of the amendment and to include the changes in any future disclosures of that information.

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 or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your
PHI or in response to a request you made to amend or restrict the use or disclosure of your protected health information or to have
us communicate with you by alternative means or at alternative locations, you may complain to us using the contact information
listed at the end of this Notice. You also may 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 protected health information. We will not retaliate in any way if you choose to file a
complaint with us or with the U.S. Department of Health and Human Services.

Huntington Optometric Center
100 E. Huntington Dr. Suite #102
Alhambra, CA 91801

(626) 289-9171
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