Eye Site Vision Center
Patient Update Information
Date__________________

VISIT OUR WEBSITE at WWW.EYESITEVISION.COM

First Name_______________________ Middle ___________Last Name ______________________________
Date of Birth ________________________ Age _______ Social Security _____________________________
Address_____________________________________________________________ Apt/Bldg _____________
City ____________________ State____ Zip _________ Phone (____)___________ Cell (____)____________
Do you have a change of Insurance? Y / N : If yes, please give new insurance card to front desk.
Is this exam for contact lenses? Y / N –Have you worn contacts before? Y / N Type: __________________
D/L #___________________________ E-mail Address __________________________________________
Dilation (eye drops to enlarge pupil) should be performed to ensure the best eye care. It is somewhat limiting to
view the pupil without dilation of the eye. Patient’s age and condition of the eyes will determine subsequent dilation
procedure.
Dilation has the tendency to make eyes more sensitive to the light. These temporary effects last
approximately three hours and may impair reading.
Examination of the external structures of the eye gives the Doctor important information about the health of your
eye. Hypertension, arteriosclerosis, diabetes, glaucoma, and cataracts are some of the conditions detected during your
exam. I understand the importance of having my eyes dilated and the test would be in my best interest.
_____ I chose NOT to have this procedure done at this time and aware that it is my responsibility to schedule a
return visit within two weeks from today, if I would like to have it done at a later date.
The Visual Field analyzer can detect diseases such as pituitary tumors, glaucoma, retinal and macular
degeneration, optic nerve disease, retinal disturbances due to vascular problems or medications.
The doctor strongly recommends that all our patients receive this evaluation. It is especially important for those patients
who have a history of high blood pressure, diabetes, headaches, migraines, floaters, a high spectacle prescription,
retinal problems or have a family member who suffers from glaucoma or retinal problems. This state-of-the-art
procedure requires an additional 5 minutes of your time and there is a nominal fee of $10.00. I understand the
importance of the Visual Field screening and understand this test would be in my best interest.
_____I would like to include the Visual Field test with my Annual Eye Health Examination.
OFFICE FINANCIAL POLICIES:
SPECTACLES: We will start your custom spectacle order immediately. For this reason, cancellations on spectacles are not
permitted. All glasses are custom crafted for each patient with their unique prescription. Also, all spectacle lenses are custom cut to
fit the frame each patient has selected. Therefore, patients may not switch frames after their lenses have been cut. For all these
reasons, cash refunds are not possible. At the doctors’ discretion, patients who are not satisfied with the vision in their new glasses
would have their prescription adjusted at no cost, within 30 days of the original purchase date. Cash refunds are not available on
progressive lenses. However, any patient who fails to adjust to their new progressives will have their prescription remade one time
into a lens of their choice at no additional charge.
Please remember that insurance is considered a method of reimbursing for fees paid to the doctor and is not a substitute for payment.
Some companies pay fixed allowances for certain procedures and others pay a percentage of the charge. It is your responsibility to
know your insurance and pay any deductible amounts, coinsurance, or any other balance not paid for by your insurance.
In order to control your cost of billings, we request that our charges be paid in full at the conclusion of each visit.
I authorize the release of any information necessary to determine liability for payment and to obtain reimbursement of any claim.
I request that payment of authorized benefits be made on my behalf. I assign the benefits payable to which I am entitled including
Medicare, private insurance, and other health plans to Eye Site Vision Center. This assignment will remain in effect until revoked by
me in writing. A photocopy of this assignment is to be considered as valid as an original.
I understand that I am financially responsible for all charges whether or not paid by said insurance. If this amount is assigned
to an attorney for collection and/or suit, the practice shall be entitled to reasonable attorney’s fees and costs of collection.

Signature (Patient/Guardian): ___________________________________ Date: _____________________

