
 



PERSONAL INFORMATION 

First Name:      Middle Initial:    Last Name:        

Date of Birth:   / /  Social Security:    - -   

Address:               

City:         State:     Zip:    

Primary Phone:        Secondary Phone:      

Email:        

Emergency Contact:      Relationship to Patient:       

Phone:        

NOTICE OF PRIVACY PRACTICES 

ACKNOWLEDGEMENT OF RECIEPT 

Effective Date of Notice: 02/01/2021 

This is to certify that the office of Optometric Services, PLLC. has advised me that the NOTICE OF PRIVACY PRACTICES is available 

for my review at the front desk. I authorize the release of any medical or personal information necessary in order to process this 

claim through my insurance, if applicable, or in the case of any medically necessary referral to another health professional.  I certify 

that the insurance information I have reported with regard to my coverage is correct. I agree to assume responsibility for full      

payment pending any remaining balance that is not covered by insurance company. 

I acknowledge that I have received said notice. 

 

Patient or Guardian Name:         

Signature:           

Date:            

Required by HIPAA 

DILATION EDUCATION & CONSENT FORM (MUST SIGN) 

Dilation is an important part of a routine eye exam and is strongly recommended yearly.  Dilation allows the doctor to see        

thoroughly the back (retina) of the eyes, and purpose is for detection of diseases. 

It is HIGHLY recommended for patients with a history of diabetes, high blood pressure, headaches, migraines, floaters, flashing 

lights, high spectacle prescriptions, retinal problems, glaucoma, or a family history of eye disease. 

This procedure will add an additional 30-45 minutes to your exam.  Afterwards, some patients may experience blurred vision    

especially while reading and may have an increased sensitivity to light.  These side effects may last for approximately 3-4 hours.  

Driving is usually not impaired, but may require extra attention. 

ALL DIABETICS WILL BE DIALTED UNLESS THEY BEEN PREVIOSULY DILATED LESS THAN 1 YEAR AGO. 

Please check one: Accept    Decline    

Signature of Responsible Party:          Date:        

Method of Payment:  CASH   /   CHARGE   /  TRICARE 


