
 

Patient’s Authorized Signature 

I authorize the release of any medical information necessary to process any third party 

insurance claims, including Medicare and Medicaid. I am aware that I am responsible for any 

co-pays or deductibles that are due at the time of visit. I understand that this is not a 

guarantee of benefits, which cannot be determined until the actual claim is received by the 

insurance company, and that if the insurance claim is denied I will be responsible for any 

balances due. If I fail to provide the correct insurance information, I understand that all 

charges will be my responsibility. It will be my responsibility to contact my insurance 

company for reimbursement. Should my account become delinquent and is placed with a 

collection agency, I will be responsible for the collection fees. 

 

Please provide ALL vision AND medical information. 

 

Vision Insurance________________________________ Member________________________ 

 

ID # __________________________________________    Member’s DOB___________________  

  

   Member’s SS #___________________ 

 

 

Medical Insurance______________________________ Member________________________ 

 

ID # __________________________________________  Member’s DOB __________________ 

 

 Member’s SS #___________________ 

 

Signature_____________________________________    Date___________________________ 
(patient/guardian) 

 



 

 
 

RETINAL ASSESSMENT 

Everyone should have their retinal health assessed every year. In order for us to thoroughly view 

the retina (the tissue that lines the inside of the eye) and other internal structures, we dilate the 

eyes or perform OPTOMAP imaging to detect signs of ocular disease, such as diabetes, intraocular 

tumors, or retinal disease.  

DILATION 

What:  Drops are used to enlarge your pupil 

How:  Doctor/technician places drops in your eyes 

Time:  Pupil enlargement usually occurs within 15 

minutes after drops instilled 

Side Effects:  Dilation can blur near vision and increase 

light sensitivity; typically lasting 3-4 hours, but varies 

from person to person  

You will be able to drive after; disposable sunshades 

will be given to you after dilation to protect your eyes 

from bright lights 

Coverage:  Dilation is covered by insurance 

* Please be aware that if you chose the OPTOMAP retinal exam, 

the possibility exists that dilation may still be necessary at the 

discretion of the doctor 

OPTOMAP 

What:  OPTOMAP provides a retinal image of the 

retina, as an alternative to dilation. Provides a 

permanent image of your retina, which remains in 

your chart for year to year comparison  

How:  The device uses a comfortable flash of light; 

nothing touches your eye 

Time:  Takes less than a second per eye to complete 

Side Effects:  None 

Images are immediately available for review  

Coverage:  Most insurance plans do not cover this 

advanced technology 

*Women:  If you are nursing, pregnant, or may be pregnant we 

recommend OPTOMAP to assess your retinal health. If you opt 

out of OPTOMAP at this time, your doctor may choose to 

reschedule dilation to a later date.

 

 

Please check your preferred method of retinal assessment: 

 I would like a comprehensive eye exam with the OPTOMAP Retinal Exam. ($39 fee applies) 

 I would like a comprehensive eye exam with dilation (no additional fee) 

 I prefer to schedule the dilation portion of my exam at a different time.  I understand there may 

be an $18 charge for this additional office visit. 

 

Signed:______________________________________________  Date:___________________



 
 

 

ACKNOWLEDGEMENT OF RECEIPT 
 
 
 

I acknowledge that I have reviewed Fort Mill Vision Center’s Notice of Privacy Practices;  

Please initial below if you would like a copy of the Privacy Practices: 

____ No, I do not wish to receive a copy of Fort Mill Vision Center’s Notice of Privacy Practices  

____ Yes, I would like to receive a copy of Fort Mill Vision Center’s Notice of Privacy Practices 

  

Patient Name______________________________    Signature ___________________________________ 
   

Date ______________ 

 

Due to HIPAA regulations – If you are over 18 years of age, please list any authorized person(s) with whom  

we can discuss your appointments, insurance and/or payments with (i.e. spouse, parent, etc.)   

 

Name of Authorized Person(s):  Relationship to Patient:  Type of Communication Authorized: 

___________________________________ ____________________________  Exam Information     Billing/Insurance 

___________________________________ ____________________________  Exam Information     Billing/Insurance 

___________________________________ ____________________________  Exam Information     Billing/Insurance 

 

 

 


