DILATED EYE EXAMINATION CONSENT FORM
▫ Dilation is an auxiliary medical procedure which allows the doctor to use eye drops to temporarily enlarge your pupils for a more extensive view of the retina (back of the eye).  With dilation, the doctor is able to evaluate and diagnose eye health problems before symptoms occur.  It is recommended that all patients receive a dilation every 2 to 4 years, unless certain conditions require closer monitoring.  
▫ You may experience light sensitivity and blurred vision for 2-6 hours.  If you do not have sunglasses for your travel home, we will provide you with a disposable pair.  
▫ You should be able to drive after the procedure, but if you feel more comfortable being driven, please make arrangements to do so. 

▫ Advise your optometrist if you are pregnant or nursing at this time, or if you have any other conditions that 
may affect your response to these tests.
Date:_____/_____/_____
_____ Yes, I am able to receive a dilated eye examination today if recommended by my optometrist.


_____ No, I am not able to receive a dilated eye examination today if recommended by my optometrist.


PAYMENT POLICY AND FINANCIAL RESPONSIBILITY STATEMENT


▫ Full payment is required at the time of service and when placing an order.  

▫ Eyeglass orders are final.  Prescription eyewear is custom-made, once it is ordered it cannot be cancelled or returned for any reason.

▫ If insurance is used for a ROUTINE OR MEDICAL reason, you are responsible for any co-pays or co-insurance that may apply. We are not responsible for insurance denials, non-payments, or non-covered charges.  If this occurs, you will be billed where applicable.
▫ It is your responsibility to be aware of your insurance coverage and eligibility. If correct insurance information is not presented at the time of service, you are responsible to submit a claim to your insurance company. 


BY SIGNING BELOW I AUTHORIZE THE FOLLOWING:
- I fully understand and will adhere to the terms of Clifton Park Eye Care Associates' payment policy and financial responsibility statement. 
-  I have received a copy of the privacy policies.
Date: _____/_____/_____      Patient Signature: _________________________________________




        (Parent or Guardian) 


Please list any other doctors you would like your records released to : ________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
