
OFFICE POLICIES AND PROCEDURES
EXAM TYPES:

- MEDICAL EXAM: This exam is to evaluate and diagnose overall eye health where there are underlying
systemic, medicinal, or vision issues to include red eyes, dry eye syndrome, allergic disorders, diabetic
retinopathy, glaucoma, etc. If any type of prescription other than for vision correction is provided, the exam will be
considered a medical exam.
- ROUTINE VISION: A basic vision exam to provide an overall eye health evaluation and refraction. NO other
vision problems exist. If a routine exam is scheduled, but the doctor must treat you for other vision problems, a
medical exam will be billed.

CONTACT LENSES PATIENT AGREEMENT:
An additional exam and fee for a contact lenses fitting and evaluation to include a trial pair of contact lenses and
up to 3 follow-up visits to confirm the proper fit and comfort of contact lenses within 60 days. - $50 Simple
Evaluation (Basic spherical fitting or returning patient in the same modality).
- $75 Complex Fit (Monovision, Multifocal or new patient to contact lenses).
This is not billed to insurance. There will be no refund on custom lenses, opened boxes of lenses or colored lenses.
There will be NO refund of the exam, fitting, or annual contact lens examination fee.
CONTACT LENS HYGIENE: Always wash and thoroughly dry your hands before handling contact lenses. Follow your
recommended contact lens replacement schedule. Carefully and regularly clean contact lenses daily or as directed by
an eye doctor. Use only fresh, unexpired contact lens solutions to clean and store contact lenses. Unless directed, do
not use water or saline. Remove contact lenses before swimming in pools, lakes, or hot tubs. Don't share lenses with
others, Don't sleep or nap in your contact lenses. Stop contact lens wear, dispose of contacts and container cases
and contact our office if you experience any complications like burning, redness, irritation, scratching, poor vision or
discharge.

DILATION OF THE EYES:
If the doctor feels it is necessary, the doctor will dilate your eyes. Dilation is a procedure where drops are instilled in
the eyes to enlarge your pupils. This provides the doctor with a more thorough evaluation of the structures inside your
eyes, for the detection of eye diseases such as Glaucoma, Cataracts, Tumors, Retinal Detachment, Diabetes,
Hypertension, etc. Dilation may temporarily blur your vision and make you more sensitive to light (disposable sun
shades will be provided). This process is included in the exam price and there is no extra charge if performed the
same day. If rescheduled for another day, a $45.00 re-scheduling will apply.
- Should you elect to receive such treatment, you acknowledge the fact Susan L. Johnson, O.D., employed or other
contracted Optometrists, and Boerne Vision Center, P.A. recommend you do not drive a vehicle or operate any
machinery for a period of at least two (2) hours thereafter. Dilation affects individuals in different ways, and in some
patients can continue to adversely alter vision beyond such a period of time. As a condition of performing a pupillary
dilation, you agree to INDEMNIFY and DEFEND Susan L. Johnson, O.D., other employed or contracted Optometrists,
Boerne Vision Center, P.A. and all its agents and employees from any and all claim(s) and/or lawsuit(s) from third
parties allegedly attributable to this procedure. Further, also as a condition of the dilation, you agree to RELEASE,
ACQUIT, and FOREVER DISCHARGE Susan L. Johnson, O.D., and other employed or contracted Optometrists,
Boerne Vision Center, P.A. and all its agents and employees from any and all liability to third parties alleged to be
attributed to this procedure.

WELLNESS SCAN:
The "Wellness Scan" allows us to evaluate your retina and general eye health through digital images. The
scanning system is safe for kids and adults. Our doctors recommend that ALL patients have a thorough
examination of their retina every year. Without the "Wellness Scan" or dilated examination, the doctor cannot fully
assess the health of your eye. The dilation is free with your exam while the optional "Wellness Scan" has an
additional $39 cost. Dilation may still be required if the doctor finds it medically necessary.

INSURANCE ASSIGNMENT:
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- I certify that I, and/or my dependent(s) have insurance coverage and assign directly to Boerne Vision Center,
P.A. all benefits, for services rendered.
- Boerne Vision Center, P.A. DOES NOT GUARANTEE that my insurance will pay my claim even if benefits are
verified before the appointment.
- I further expressly agree & acknowledge that my signature on this document authorizes Boerne Vision Center,
P.A. to submit claims for services rendered without obtaining my signature on each and every claim to be
submitted for myself and/or my dependents, and that I will be bound by this signature as though the undersigned
had personally signed the particular claim dated today or in the future until further notice has been expressed in
writing.
- Boerne Vision Center, P.A. may use my health care information and may disclose such information to the
insurance company(ies) and their agents for the purpose of obtaining payment for services and determining
insurance benefits or benefits payable for related services.
- This assignment will remain in effect until revoked by me in writing received by the doctor. A photocopy of this
assignment is to be considered as valid as the original. I agree that my address in such insurance claims will be
that of the doctor and hereby order all issuers of insurance claim checks to mail such checks directly to the doctor.
I further agree that when the doctor receives any insurance claim check as provided above, I will immediately visit
the doctor's office and endorse all insurance claim checks as payable in full to the doctor. The above agreements
are made in partial consideration for the services and benefits I will receive from the doctor. However, I will pay for
services rendered in the event my insurance company disputes my claim or does not pay in a timely manner.

FINANCIAL RESPONSIBILITY:
- I understand that I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES whether or not paid by insurance,
and I am responsible to pay any copayments/coinsurance at the time of my visit.
- I understand that if I have a balance, I will be mailed a statement or asked to pay at subsequent visit.
- If there is an overpayment on my account less than $5, a store credit will be placed on my account. It will remain
a credit for 3 years. If the credit is not used within a 3 year period it will be forfeited.
- I understand that if I do not pick up my glasses, contact lenses, or other merchandise within 90 days of the date
of purchase, I will forfeit any deposits made towards the purchase, and no refunds will be given. Any amounts
paid by your insurance company on your behalf will not be refunded or reversed.

REFRACTION POLICY:
- Refraction is the measurement of vision performed by the doctor to determine if you need corrective lenses
(glasses and/or contact lenses). If you do need glasses or contacts, you will be given a prescription.
Most medical insurance companies (including Medicare) will cover an eye exam if you have a medical diagnosis,
but do not cover refraction.
- Our fee for this procedure is $45.00 and is due at the time of the exam. If you have a separate vision plan such
as VSP, Davis, Eyemed, etc., please let us know before we start your exam.
- I understand that my medical insurance may not cover refraction and prescription for glasses and that I may be
responsible for the $45.00 fee.

CANCELLATION, REFUND & WARRANTY FOR GLASSES:
- I understand Boerne Vision Center, P.A. offers a one-time, one year warranty on all frames due to manufacturer
defect, at no cost. Gross negligence or loss is not covered under this warranty. Boerne Vision Center, P.A. also
offers a one-time, one year warranty on all lenses that have at least a TD2 or glare free B-D rated coating.
- All frames have a one year one, one time manufacturer defect warranty from the date of purchase. Frames with
dog/human bite marks or glue will not be covered. Neglect or loss is not covered. In the event of a claim, Boerne
Vision Center reserves the right to repair or replace the frame.
- Returns: There are no refunds or returns on custom-made eyeglass lenses or contact lenses. Nonprescription
sunglasses or other merchandise can be exchanged or returned for store credit within 7 days of purchase.
Merchandise must be in the original, unopened package. NO cash refunds.
- COSMETIC FRAME RETURNS NOT AVAILABLE. We do NOT offer a change of frame due to dislike or
unhappiness with frame color, style, or otherwise. Canceled orders are subject to a 50% restocking fee.
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- Canceled orders are subject to a 50% restocking fee of retail price of lenses (not including insurance discounts).
Restocking fee will not be applied to frames. Insurance claims will be voided upon cancellation. Orders are placed
the moment payment is taken.
- I understand I have 60 days from the date of my exam to return for a glasses prescription re-check. After 60
days, I may still return; however, a new exam & refraction will be billed.

NO SHOW OR LATE CANCELLATION POLICY:
Please give us at least a 24 hour notice if you cannot make your appointment. We have a 15 minute grace period
from your appointment time. A $20.00 "No Show" fee MAY be billed to the patient. This fee is not covered by
insurance and must be paid prior to your next appointment. Multiple "no shows" in any 12 month period may result
in termination from our practice.

TELEMEDICINE CONSENT

PURPOSE: The purpose of telemedicine is to provide real-time consultation, evaluation, diagnosis, and treatment of a
health condition using advanced telecommunications technology. The technology uses an interactive two-way audio and
video communication link-up whereby the physician and/or health care provider can see, hear and communicate with the
patient in real-time.
CONSENT FOR TREATMENT: I voluntarily agree that my physicians, associates, other health care providers and
technical assistants may utilize telemedicine as they deem necessary to participate and assist in the delivery of my
medical care and treatment at Boerne Vision Center. I understand the telemedicine providers: (i) practice in a different
location than where I present for medical care; (ii) do not have the opportunity to meet with me face-to-face to perform an
in-person physical exam, except through audio-video conference only; and (3) rely on information provided by me and my
onsite healthcare providers. The telemedicine provider cannot be responsible for advice, recommendations, and/or
decisions based on incomplete or inaccurate information provided by me, the patient, or others. I acknowledge that it is
my responsibility to provide information about my medical history, condition and care that is complete and accurate to the
best of my ability. I understand the telemedicine provider may need to recommend other consultation to include transfer to
another facility if the telemedicine services do not adequately address my medical needs. I understand that if I experience
an urgent medical matter after the telemedicine session, I should alert my treating physician, and in the case of an
emergency dial 9-1-1, or go to the nearest hospital emergency department. I understand I can ask questions and seek
clarification of the procedures and telemedicine technology. I understand that I can ask that the exam and/or video
conference be stopped at any time. I know there are potential risks with the use of technology. These include but are not
limited to: Interruption of the audio/video link, disconnection of the audio/video link, and/or a picture that is not clear
enough to meet the needs of the consultation. In the event the telemedicine session is interrupted, disconnected or does
not meet the needs of the consultation due to a technological problem or equipment failure, alternative means of
communication may be implemented or an in-person medical evaluation may be necessary. I understand that I have the
right to withdraw my consent to the use of telemedicine during the course of my care at any time. I acknowledge that I
have been provided with written notification of the distant site telemedicine provider's privacy practices.
RELEASE OF INFORMATION: To facilitate my care and/or treatment using telemedicine, I voluntarily request and
authorize the disclosure of all and any part of my medical record, including oral information, to my telemedicine providers.
I understand that the information I am authorizing to be released includes all laboratory test and results, diagnosis,
treatment, and related information. I understand that the disclosure of my medical information to Boerne Vision Center
Telemedicine Providers, including the audio and/or video, will be by electronic transmission. Although precautions are
taken to protect confidentiality of this information by preventing unauthorized review, I understand that electronic
transmission of data, video images, and audio is a new and developing technology and that confidentiality may be
compromised by security safeguard failures or illegal and improper tampering. I, the undersigned patient, do hereby
understand and state that the contents of this Telemedicine Consent form have been fully explained to me, that I have
read it or have had it read to me, and that I understand its contents.

NOTICE OF PRIVACY PRACTICES - HIPAA POLICY
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THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW
YOU CAN GET ACCESS TO THIS INFORMATION.

Our goal is to take appropriate steps to attempt to safeguard any medical or other personal information that is provided to
us. The Privacy Rule under the Health Insurance Portability and Accountability Act of 1996 ("HIPAA") requires us to: (i)
maintain the privacy of medical information provided to us; (ii) provide notice of our legal duties and privacy practice; and
(iii) abide by the terms of our Notice of Privacy Practices currently in effect.
WHO WILL FOLLOW THIS NOTICE: This notice describes the practices of our employees and staff and other healthcare
associates and staff regarding your health care information. This notice applies to each of these individuals, entities, sites
and locations. In addition, these individuals, entities, sites and locations may share medical information with each other for
treatment, payment and health care operation purposes described in this notice.
INFORMATION COLLECTED ABOUT YOU: In the ordinary course of receiving treatment and health care services from
us, you will be providing us with personal information such as:
- Your name, address, and phone number.
- Information relating to your medical history.
- Your insurance information and coverage.
- Information concerning your doctor, nurse or other medical providers.
- Any other information we need in the course of your treatment.

In addition, we will gather certain medical information about you and will create a record (PHI) of the care provided to you.
Some information also may be provided to us by other individuals or organizations that are part of your "circle of care" -
such as the referring physician, your other doctors, your health plan, and close friends or family members. We may use
and disclose personal and identifiable health information about you for a variety of purposes. All of the types of uses and
disclosures of information are described below, but not every use or disclosure in a category is listed.

MANDATORY ELEMENTS:
REQUIRED DISCLOSURES: We are required to disclose health information about you to the Secretary of Health and
Human Services, upon request, to determine our compliance with HIPAA and to you, in accordance with your right to
access and right to receive an accounting of disclosures, as described below.
FOR TREATMENT: We may use health information about you in your treatment. For example, we may use your medical
history, such as any presence or absence of diabetes, to assess the health of your eyes.
FOR PAYMENT: We may use and disclose health information about you to bill for our services and to collect payment from
you or your insurance company. For example, we may need to give a payer information about your current medical
condition so that it will pay us for the eye examinations or other services that we have furnished you. We may also need to
inform your payer of the treatment you are going to receive in order to obtain prior approval or to determine whether the
service is covered.
FOR HEALTH CARE OPERATIONS: We may use and disclose information about you for the general operation of our
business. For example, we sometimes arrange for auditors or other consultants to review our practices, evaluate our
operations, and tell us how to improve our services. Or, for example, we may use and disclose your health information to
review the quality of services provided to you.
PUBLIC POLICY USES AND DISCLOSURES: There are a number of public policy reasons why we may disclose
information about you which are described below.
- We may disclose health information about you when we are required to do so by federal, state, or local law.
- We may disclose protected health information about you in connection with certain public health reporting activities.
- We may disclose protected health information about you in connection with certain public health reporting activities. For
instance, we may disclose such information to a public health authority authorized to collect or receive PHI for the purpose
of preventing or controlling disease, injury or disability, or at the direction of a public health authority, to an official of a
foreign government agency that is acting in collaboration with a public health authority. Public health authorities include
state health departments, the Center for Disease Control, the Food and Drug Administration, the Occupational Safety and
Health Administration and the Environmental Protection Agency, to name a few.
- We are also permitted to disclose protected health information to a public health authority or other government authority
authorized by law to receive reports of child abuse or neglect. Additionally we may disclose protected health information to
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a person subject to the Food and Drug Administration's power for the following activities: to report adverse events, product
defects or problems, or biological product deviations; to track products; to enable product recalls, repairs or replacements;
or to conduct post marketing surveillance. We may also disclose a patient's health information to a person who may have
been exposed to a communicable disease or to an employer to conduct an evaluation relating to medical surveillance of
the workplace or to evaluate whether an individual has a work-related illness or injury.
- We may disclose a patient's health information where we reasonably believe a patient is a victim of abuse, neglect or
domestic violence and the patient authorizes the disclosure or it is required or authorized by law.
- We may disclose health information about you in connection with certain health oversight activities of licensing and other
health oversight agencies which are authorized by law. Health oversight activities include audit, investigation, inspection,
licensure or disciplinary actions, and civil, criminal, or administrative proceedings or actions or any other activity necessary
for the oversight of 1) the health care system, 2) governmental benefit programs for which health information is relevant to
determining beneficiary eligibility, 3) entities subject to governmental regulatory programs for which health information is
necessary for determining compliance with program standards, or 4) entities subject to civil rights laws for which health
information is necessary for determining compliance.
- We may disclose your health information as required by law, including in response to a warrant, subpoena, or other order
of court or administrative hearing body or to assist law enforcement identify or locate a suspect, fugitive, material witness
or missing person. Disclosures for law enforcement purposes also permit use to make disclosures about victims of crimes
and the death of an individual, among others.
- We may release a patient's health information (1) to a coroner or medical examiner to identify a deceased person or
determine the cause of death and (2) to funeral directors. We also may release your health information to organ
procurement organizations, transplant centers, and eye or tissue banks, if you are an organ donor.We may release your
health information to workers' compensation or similar programs, which provide benefits for work-related injuries or
illnesses without regard to fault. Health information about you also may be disclosed when necessary to prevent a serious
threat to your health and safety or the health and safety of others. We may use or disclose certain health information about
your condition and treatment for research purposes where an Institutional Review Board or a similar body referred to as a
Privacy Board determines that your privacy interests will be adequately protected in the study. We may also use and
disclose your health information to prepare or analyze a research protocol and for other research purposes.
If you are a member of the Armed Forces, we may release health information about you for activities deemed necessary by
military command authorities. We may release health information about foreign military personnel to their appropriate
foreign military authority.
- We may disclose your protected health information for legal or administrative proceedings that involve you. We may
release such information upon order of a court or administrative tribunal. We may also release protected health information
in the absence of such an order and in response to a discovery or other lawful request, if efforts have been made to notify
you or secure a protective order.
If you are an inmate, we may release protected health information about you to a correctional institution where you are
incarcerated or to law enforcement officials in certain situations such as where the information is necessary for your
treatment, health or safety, or the health or safety of others.
- Finally, we may disclose protected health information for national security and intelligence activities and for the provision
of protective services to the President of the United States and other officials or foreign heads of state.
OUR BUSINESS ASSOCIATES: We sometimes work with outside individuals and businesses that help us operate our
business successfully. We may disclose your health information to these business associates so that they can perform the
tasks that we hire them to do. Our business associates must promise that they will respect the confidentiality of your
personal and identifiable health information.
DISCLOSURES TO PERSONS ASSISTING IN YOUR CARE OR PAYMENT FOR YOUR CARE: We may disclose
information to individuals involved in your care or in the payment for your care. This includes people and organizations that
are part of your "circle of care" - such as your spouse, your other doctors, or an aide who may be providing services to you.
We may also use and disclose health information about a patient for disaster relief efforts and to notify persons responsible
for a patient's care about a patient's location, general condition or death. Generally, we will obtain your verbal agreement
before using or disclosing health information in this way. However, under certain circumstances, such as in an emergency
situation, we may make these uses and disclosures without your agreement.
APPOINTMENT REMINDERS: We may use and disclose medical information to contact you by any means including
phone, mail, facsimile or email as a reminder that you have an appointment or that you should schedule an appointment.
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TREATMENT ALTERNATIVES: We may use and disclose your personal health information in order to tell you about or
recommend possible treatment options, alternatives or health-related services that may be of interest to you.
FUNDRAISING: We may use your protected health information to contact you in an effort to raise funds for our operations.

OTHER USES AND DISCLOSURES OF PERSONAL INFORMATION

We are required to obtain written authorization from you for any other uses and disclosures of medical information other
than those described above. If you provide us with such permission, you may revoke that permission, in writing, at any
time. If you revoke your permission, we will no longer use or disclose personal information about you for the reasons
covered by your written authorization, except to the extent we have already relied on your original permission.
INDIVIDUAL RIGHTS: You have the right to ask for restrictions on the ways we use and disclose your health information
for treatment, payment and health care operation purposes. You may also request that we limit our disclosures to persons
assisting your care or payment for your care. We will consider your request, but we are not required to accept it. You have
the right to request that you receive communication containing your protected health information from us by alternative
means or at alternative locations. For example, you may ask that we only contact you at home or by mail.
Except under certain circumstances, you have the right to inspect and copy medical, billing and other records used to
make decisions about you. If you ask for copies of this information, we may charge you a fee for copying and mailing. If
you believe that information in your record is incorrect or incomplete, you have the right to ask us to correct the existing
information or add missing information. Under certain circumstances, we may deny your request, such as when the
information is accurate and complete. You have the right to receive a list of certain instances when we have used or
disclosed your medical information. We are not required to include in the list uses and disclosures for your treatment,
payment for services furnished to you, our health care operations, disclosures to you, disclosures you give us authorization
to make and uses and disclosures before Feb 1, 2018, among others. If you ask for this information from us more than
once every twelve months, we may charge you a fee. You have the right to a copy of this notice in paper form. You may
ask us for a copy at any time.
To exercise any of your rights, please contact us in writing at 27511 I-10 W. STE 401, Boerne, TX 78006, HIPAA
Compliance Officer. When making a request for amendment, you must state a reason for making the request.
CHANGES TO THIS NOTICE: We reserve the right to make changes to this notice at any time. We reserve the right to
make the revised notice effective for personal health information we have about you as well as any information we receive
in the future. In the event there is a material change to this notice, the revised notice will be posted in office and on our
website. In addition, you may request a copy of the revised notice at any time.
COMPLAINTS/COMMENTS: If you have any complaints concerning our privacy practices, you may contact Dr. Johnson,
27511 I-10 W. STE 401, Boerne, TX 78006. (830) 331-8745. You may also contact the Secretary of the Department of
Health and Human Services at 200 Independence Avenue, S.W., Room 509F, HHH Building, Washington, D.C. 20201
(e-mail: ocrmail@hhs.gov).
YOU WILL NOT BE RETALIATED AGAINST OR PENALIZED BY US FOR FILING A COMPLAINT.
To obtain more information concerning this notice, you may contact us at 27511 I-10 W. STE 401, Boerne, TX 78006 (830)
331-8745.

This notice (OFFICE POLICIES AND PROCEDURES, TELEMEDICINE CONSENT, NOTICE OF PRIVACY PRACTICES)
is effective as of January 1, 2022 and will remain in effect until a revision is posted.
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