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Patient Responsibility to Follow Doctor Instructions 

 
 
Doctor Name: _______________________________________________ Date: _______________ 
 
Address:  _______________________________________________________________________ 
 
 _______________________________________________________________________ 
 
Phone: ______________________________________  FLFB Case # _______________________ 
 
 
Dear ________________________________________________, 
 
You are asking assistance from the Florida Lions Foundation for the Blind for eye care/surgery. 
 
Our partnering physicians and surgeons are concerned with providing quality, successful eye care for all 
their patients. We could not provide services to you without these dedicated doctors. To have the best 
possible outcome, you must be in complete compliance with your doctor’s orders regarding any pre-op 
and post-op instructions, use of eye medications, follow-up visits, and other instructions from staff. 
Keeping follow-up appointments is extremely important. If you fail to keep a post-op appointment, you 
will be less likely to have a successful outcome, and you are putting your eyesight at risk. 
 
If you are not able to be compliant, for any reason, the Florida Lions Foundation for the Blind, the 
surgery center, the doctor and staff, will not be responsible for any complications, poor outcomes, or 
failures that may result. The doctor and/or the surgery center has the right to deny service for a second 
eye surgery if you are non-compliant with the first eye surgery. 
 
Please understand that The Florida Lions Foundation for the Blind and our partnering physicians want 
the very best for your eye care so your goal must be the same by following their every instruction. 
 
As the patient, I have read and understand the above and I agree to be properly compliant with 
treatment. 
 
Patient Signature: ______________________________________________________________ 
 
Patient Name: _________________________________________________________________ 
 
Witness: ______________________________________________________________________ 
 
Title: _________________________________________________________________________ 


