
Name: ______________________________________ Date of Birth: ______/______/__________    Date:_________________ 

Address: ______________________________________________________________________________________________ 

City: ________________________ State: __________  Zip Code: ______________Phone Number: _____________________ 

E-mail Address: ________________________________Occupation: ___________________Employer: __________________

LAST Eye Exam: ______________Doctor: _____________LAST Medical Exam: ______________Doctor: ________________  

Vision Insurance: _________________________________ Medical Insurance: ______________________________________ 

PAST OCULAR HISTORY: (Please check if you ever had any of the following) 
___ Eye Infection    ___ Eye Injury      ___ Lazy Eye      ____  Dry Eye   ___ Cataract    ___ Glaucoma    ___ Macular Degeneration 

___ Eye Surgery     ___ Other: ______________________________________________________________________________ 

PAST MEDICAL HISTORY: (Please check if you have or ever had any of the following) 

___ Hypertension             ___ Respiratory Problem       ___ Thyroid Problem         ___ GI problem            ___ Bone/Joint Problem 

___ Diabetes             ___ Other: _________________________________________________________________________________ 

If diabetic, are you type 1 or type 2: _______What year were you diagnosed: _______ What is your Hemoglobin A1c:____%_ 

Are you allergic to anything (including medications)?   □ No.  □ Yes. Please list: __________________________________________ 

______________________________________________________________________________________________________________ 

Are you taking any medications?   □ No.  □ Yes. Please list: _________________________________________________________ 

__________________________________________________________________________________________________________ 

List all major injuries, surgeries, or hospitalizations: ___________________________________________________________ 

___________________________________________________________________________________________________ 

Are you pregnant and/or nursing?   □ No.  □ Yes.  How many weeks pregnant:______________________________________ 

Do you use tobacco products?     □No.  □ Yes.  Type/Amount/How long: __________________________________________ 

Do you drink alcohol?      □ No.  □ Yes.  Type/Amount/How often: _________________________________________ 

Do you use recreational drugs? □ No.  □ Yes.  Type/Amount/How often: _________________________________________

FAMILY HISTORY: (Please note any family history including parents, grandparents, siblings, children; living or deceased) 
CONDITION  NO YES RELATIONSHIP CONDITION NO YES RELATIONSHIP 

Blindness  □ □ _________________ Diabetes □ □ _______________

Glaucoma  □ □ _________________ Hypertension □ □ _______________

Macular Degeneration □ □ _________________ Heart Disease □ □ _______________

Retinal Detachment □ □ _________________ Cancer (type?) □ □ _______________

Retinal Disease  □ □ _________________ Other: _________________________ _______________



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 
Diagnostic 

Testing 

Description Select 

Optomap 
Retinal Imaging 

(Recommended) 

Yearly retinal evaluations are critical in early diagnosis and monitoring of your eye health. 
Optomap Retinal Imaging is used to capture wide angle images of the retina and detect early signs 
of eye disease without the need to dilate the eyes. It is quick, comfortable, and non-invasive.  

$39 – If not covered by insurance. 

YES 

NO 

Visual Field 
Screening 

(Recommended) 

Assists in the detection of glaucoma, retinal conditions (as diabetic retinopathy, tears, holes, and 
detachments), and some neurological diseases. 
Checks for vision loss in the center and periphery of the field of vision. This diagnostic test maps 
the health of the optic nerve pathways. 
$15 – If not covered by insurance. 

YES 

NO 

Dilation If you choose not to have retinal imaging performed, or if certain medical conditions are present, 
you may still require dilation if the doctor deems it necessary.  
The eye dilation drops cause light sensitivity and blurry vision for up to 4-6 hours.  
Included with exam copay if covered by insurance. 

YES 

NO 

NOTICE OF PRIVACY PRACTICES & 30 DAY INCLUSION PERIOD 

1. I acknowledge that I have read, understood, and agree to the terms of Clearly Eyecare’s Notice of Privacy Practices Form.
2. I also understand that I 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 



 

 

 

APPOINTMENT CANCELLATION AND NO-SHOW POLICY 

 

To ensure timely medical care for all patients, we require a minimum of 48 hours' notice for appointment 
cancellations or rescheduling. 

Failure to provide this notice, or failure to show for a scheduled appointment, will result in a $99.00 administrative 
fee. 

This policy helps us optimize appointment availability and maintain efficient patient care. We appreciate your 
understanding and cooperation. 

 

Patient Acknowledgement 

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

 

Signature: ___________________________ 

 

Date: _______________________________ 

 

 

 

 

 

 

 

 

 

 

 



SALES REFUND, RETURN, AND CANCELLATION POLICY 

Clearly Eye Care, LLC does not offer refunds on prescription eyewear. However, exchanges and warranties may 
apply under specific conditions. 

 

Why No Refunds? We can't offer refunds on prescription eyewear because each pair of glasses is a custom-made 
medical device, uniquely crafted to an individual's specific vision needs. Once made, these specialized devices cannot 
be restocked or resold to another person. 

 

Frames: All frames and sunglasses come with a one-year warranty against manufacturer defects in structure or 
coloring from the purchase date. This warranty doesn't cover sale frames or those bundled with lens specials. 
Accidental damage or loss (including misuse, pet damage, vehicle damage, stepping on/sitting on frames, bending, 
twisting, chemical exposure, or extreme weather) is also not covered. We're not responsible for damage caused by 
other optical shops. 

Clearly Eye Care reserves the right to inspect returns and deny exchanges if damage isn't a defect. Defective frames 
will be replaced with an identical product or a comparable substitute if unavailable. A $30 shipping fee applies for 
replacements. 

 

Lenses: Prescription lenses are non-refundable and can only be exchanged if they're defective or if Clearly Eye Care 
made an error in the prescription. We are not responsible for vision issues stemming from prescriptions or pupillary 
distance (PD) measurements provided by the customer and/or external optical facilities. 

Lens coatings are also not covered for accidental damage or loss, including scratches, pet damage, or damage from 
chemicals or extreme weather. We're not liable for damage caused by other optical shops. 

 

Non-Adapt Policy: If you're not satisfied with general lens performance, you can exchange them for another lens 
type of equal or lesser value within 30 days. No refunds are given. For progressive lenses, if you can't adapt within 
30 days, we'll replace them with single vision or lined bifocal lenses; no refunds will be given. 

 

Contact lenses: May only be returned if Clearly Eye Care ordered an incorrect product/prescription or if the 
product is defective or expired upon receipt. Opened boxes are not returnable unless defective. Incorrect orders 
placed by the customer may incur additional shipping and handling fees. 

 

Patient Acknowledgement 

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: _______________________________ 

 
 
 
 



 
 

Notice of Privacy Practice Summary 

This is a brief summary of Clearly Eyecare, LLC Notice of Privacy Practices. The entire Notice is available upon 
request. 

Clearly Eyecare, LLC is committed to protecting the confidentiality of your medical information and is required by 
law to do so.  The Notice of Privacy Practices describes how we may use and disclose your protected health 
information (PHI) to carry out treatment, payment, or health care operations, and for other purposes that are permitted 
or required by law.  It also describes your rights to access and control your protected health information. We ask for 
your consent to use and disclosure your PHI, as outlined in our Notice of Privacy Practices, by asking you to sign the 
Consent for Treatment form regarding your care. Generally, unless specifically allowed by state or federal regulations 
without an authorization, Clearly Eyecare, LLC will seek a signed authorization from a consumer or personal 
representative before disclosing PHI to a third party. 

USES AND DISCLOSURES 

Clearly Eyecare, LLC may use or disclose your protected health information as follows: 

- Uses and Disclosures with Your Permission 
- For Treatment 
- For Payment 
- For Health Care Operations 
- Other Uses and Disclosures Provided by Law without Authorization 

RIGHTS REGARDING YOUR MEDICAL INFORMATION 

You have the following rights regarding your protected health information (PHI): 

- Right to Inspect and have a paper/electronic copy 
- Right to a Paper Copy of Notice 
- Right to Request Confidential Communications 
- Right to Request an Amendment 
- Right to Request Restrictions 
- Right to an Accounting of Certain Disclosures 
- Right to be notified of breach of unsecured PHI 

To file a violation complaint with our office, contact the Privacy Officer 1900 University Blvd. Suite 200 Round 
Rock, TX 78665.  All complaints must be in writing.   
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