Name: Date of Birth: / /

FINANCIAL RESPONSIBILITY AGREEMENT REMINDER
All charges are non-refundable. Payment is due at time of service. Eye care for medical conditions not covered under routine wellness
exams. Medical eye visits and contact lens evaluations carry additional charges.

(Initials) - I am financially responsible for all charges incurred during eye exams or office visits.

OPTIONAL Description Select
Diagnostic
Testing

Optomap Yearly retinal evaluations are critical in early diagnosis and monitoring of your eye health.

Retinal Imaging | Optomap Retinal Imaging is used to capture wide angle images of the retina and detect early signs :lYES
of eye disease without the need to dilate the eyes. It is quick, comfortable, and non-invasive.

(Recommended) :|NO
$39 — If not covered by insurance.

Visual Field Assists in the detection of glaucoma, retinal conditions (as diabetic retinopathy, tears, holes, and

Screening detachments), and some neurological diseases. :IYES

Checks for vision loss in the center and periphery of the field of vision. This diagnostic test maps
(Recommended) | the health of the optic nerve pathways. :lNO
$15 — If not covered by insurance.

Dilation If you choose not to have retinal imaging performed, or if certain medical conditions are present, :IY
you may still require dilation if the doctor deems it necessary. ES
The eye dilation drops cause light sensitivity and blurry vision for up to 4-6 hours. :| o

N

Included with exam copay if covered by insurance.

NOTICE OF PRIVACY PRACTICES & 30 DAY INCLUSION PERIOD

1. T acknowledge that I have read, understood, and agree to the terms of Clearly Eyecare’s Notice of Privacy Practices Form.
2. T also understand that [ have 30 days to return to the clinic with any concerns regarding my prescription at no charge.
Any follow-up visits after the 30-day period will be subject to a $60 refraction fee due to possible changes in vision.

Signature Date
INSURANCE & PAYMENT POLICY
Insurance may cover none or only part of your fees. If we do not accept direct payment from your insurance plan, you will be required to pay
our office at the time of service and submit your receipt for reimbursement from your insurance company. If your insurance does not pay as
expected, you are ultimately responsible for all charges. We are not responsible if you are not eligible for benefits. We will be happy to assist
you with your claims. By signing below, I acknowledge that I have read, understood, and agree to the terms of this policy.

Signature Date



Contact Lens Patient Agreement

Advancements in contact lens technology provide most patients with the opportunity for successful contact lens wear.
As contact lenses are medical devices that interact directly with your eye tissues, a precise fit is crucial for
maintaining ocular health. Consistent follow-up care is essential; therefore, patients are responsible for attending all
scheduled appointments and adhering to all lens care instructions.

Prior to contact lens fitting, a comprehensive medical and refractive eye examination is required. This exam ensures
ocular health and identifies any underlying conditions that may preclude contact lens use.

The goal of contact lens fitting is to achieve optimal vision and comfort by selecting the most appropriate lens type,
material, size, and color. While many patients achieve a proper fit in one session, multiple appointments may be
necessary. A contact lens prescription will only be finalized once both the patient and doctor are satisfied with the fit
and visual acuity. One set of trial lenses will be provided during the initial examination or at follow-up visits if a
change is required. New fittings and potential additional charges apply when changing lens brands. Please order new
lenses at least one week before your current supply runs out.

Follow-up appointments are vital to ensure proper lens fit and movement, optimal vision, continued eye health,
correct insertion/removal techniques, and adherence to the wearing schedule. Prescriptions will not be issued to
patients who miss follow-up appointments. For follow-ups, there is no charge for visits in the first 30 days or the first
three follow-up appointments, whichever comes first. Subsequent follow-up care and office visits will incur a $60.00
refraction fee.

By law, contact lens prescriptions are valid for one year and require an annual contact lens exam for renewal. This
exam confirms ocular health and continued proper lens fit. A separate charge applies for the annual contact lens exam,

which is not included in your medical exam fee. All fees for examinations, fittings, evaluations, and annual contact
lens exams are non-refundable.

Patient Acknowledgement

By signing below, I acknowledge that I have read, understood, and agree to the terms of this policy.

Signature:

Date:
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