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CONSENTS

HIPAA/PRIVACY ACKNOWLEDGE & RECEIPT OF NOTICE OF PRIVACY PRACTICES:

As required by law, INFocus Vision makes every effort to maintain confidentiality and to provide
patients with notice of legal duties and privacy practices with respect to protected health information

(PHI). By initialing, I acknowledge that copies of INFocus Vision’s Notice oF Privacy Pracrices have been INITIAL HERE
made available to me for my records.
If you are having trouble adapting to your new glasses, you have up to 30 days from your original
exam date to return for one prescription re-check. After this 30 day grace period, re-check
appointments will incur a $35 office visit fee.
INITIAL HERE

FEE FOR MISSED APPOINTMENTS:

Due to the high demand of appointments, our staff at INFocus Vision makes every effort to accommodate our patients’ medical needs. Please be courteous, and call
promptly if you are unable to keep your appointment, as there are always patients waiting and wanting to be seen as soon as possible.

If you are unable to keep your scheduled appointment, our office requires a 48 hour notice.

A charge of $50 will be incurred for every appointment missed without proper notification as outlined

above.

INITIAL HERE

DiGiTAL EYE EXAM: DIGITAL MAPS THE CURVATURE OF YOUR CORNEA TO GIVE YOUR DOCTOR A DIGITAL FINGERPRINT OF YOUR EYE, NO OTHER EYE EXAM IS MORE PRECISE. DIGITAL
REFRACTION PINPOINTS THE SMALL CHANGES THAT CAN OCCUR IN YOUR EYES OVERTIME. (NOT RETINAL IMAGING)

Cosrt For THE DiGiTaL Exam 1s $24.

O YES, I WOULD LIKE TO DO THE DIGITAL EYE EXAM TODAY. O NO, THANK YOU, NOT TODAY.

OCT | TOMOGRAPHY SCREENING: NON-INVASIVE TEST THAT PROVIDES 3-D COLOR-CODED, CROSS SECTIONAL IMAGES OF THE RETINA TO ENABLE EARLY DETECTION AND
TREATMENT OF OCULAR DISEASE THAT MAY DEVELOP WITHOUT ANY NOTICEABLE SYMPTOMS. (NOT RETINAL IMAGING & NO DILATION)

Cost FoR THE OCT SCREENER IS $4.0.

OCT' SCANS ARE USED FOR DIAGNOSIS, MANAGEMENT OR TREATMENT OF A VARIETY OF OCULAR CONDITIONS: IVIACULAR EDEMA, AGE-RELATED MIACULAR DEGENERATION, DIABETIC
ReTiNoPATHY, MacuLAR Hore, VIiTREOMACULAR TracTION, GLaucoma, DruseN, RETINAL OccLusioNs OR BLEEDING, RETINAL DETACHMENT, AND MORE.

o YEs, I wouLp LIKE To DO THE OCT EYE EXAM TODAY. o No, THANK YOU, NOT TODAY.

retinal lavers #

GeT MNormal Macuia
ABNORMAL ScaN
ANNUAL APPOINTMENT REMINDERS:

As part of our efforts to maximize patient care, at INFocus Vision, patients may opt info our “pre-appointment” system to avoid running out of
contacts, missing out on insurance benefits, etc.

O Yes! PLEASE REMIND ME, AND SCHEDULE A TENTATIVE APPOINTMENT FOR MY ANNUAL EXAM.
0 No, THANK YOU. | WOULD LIKE TO OPT OUT OF THE PRE-APPOINTMENT SYSTEM AT THIS TIME.
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CONSENTS

AUTHORIZATION TO RELEASE INFORMATION (OPTIONAL - Ex. PARENT, SIBLING, SPOUSE)
On behalf of myself as a patient or as the patient’s parent/legal guardian, I authorize INFocus Vision, and staff to discuss health information from
medical records, to person specified below:

PLEASE PRINT RELATIONSHIP
NAME OF AUTHORIZED INDIVIDUAL TO PATIENT

COMMUNICATION PREFERENCES: Please indicate your preferred method(s) of contact below, as applicable.

OTEXT&CELL/HOME
(CIRCLE ONE)

o EMAIL

0CURRENT
ADDRESS

Email Authorization:

I authorize InFocus Vision to send my protected health information, i.e., glasses/contact lens prescription, etc. via unencrypted email. I
understand there may be some level of risk that the information in the email could be read by a third party. You have the right to revoke
this authorization at any time, by writing a letter stating you no longer wish to authorize InFocus Vision to send health information via
email with your legal signature.

INITIAL HERE

CONSENT FOR TREATMENT: By signing this form, I consent to and authorize my provider(s) at InFocus Vision to treat me or my dependent.
I understand this could include annual examinations, medication prescriptions and/or administration, education, or other diagnostic tests. I
understand that my provider is available to explain the treatment and I have the right to refuse treatment. I understand that this consent will be
valid and remain in effect as long as I attend any of the InFocus Vision Clinics. By signing below, I am attesting, I have legal authority to make
medical decisions for the child. If you cannot attest to this, InFocus cannot provide care to the minor.

PATIENT NAME: Tobpay's DATE:
(PRINT PATIENTS NAME) MM / DD / YY

SIGNATURE:

PATIENT SIGNATURE OR PARENT / GUARDIAN
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