
  WELCOME TO LUX EYE CARE! 
 

The information listed below will remain confidential and  
is critical to the evaluation of your vision and health 

 
 

 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 

DIGITAL RETINAL PHOTOGRAPHY INFORMED CONSENT 
 

Our office highly recommends a new state-of-the-art procedure for ALL PATIENTS, called Digital Retinal 
Photography.  This procedure CAN BE DONE INSTEAD OF DILATION allowing our doctors to capture an 
image of the inside of your eyes.  This test aids in the early detection and continued care of eye problems 
such as DIABETES, HIGH BLOOD PRESSURE, GLAUCOMA, MACULAR DEGENERATION, PRE-
CANCEROUS LESIONS, RETINAL DETACHMENTS and any other condition that may result in vision loss. 
 
**THERE IS A NOMINAL FEE OF $35 FOR THIS TEST. 
 
Please check (√ ) one: 
 
______ I DO want to take this test at this time        ______ I DO NOT want to take this test at this time 
 

VISUAL FIELD SCREENING INFORMED CONSENT 
 

Our office is pleased to offer a new Computerized Visual Field Screening for all of our patients.  This test 
is able to detect very early changes to the eye that can’t be seen with photography or dilation alone.  IT IS 
ESPECIALLY IMPORTANT TO HAVE THIS TEST PERFORMED, IF YOU HAVE BEEN HAVING 
HEADACHES, LOSS OF VISION, OR HAVE A FAMILY HISTORY OF ANY SERIOUS EYE CONDITIONS. 
 
**THERE IS A NOMINAL FEE OF $25 FOR THIS TEST. 
 
Please check (√ ) one: 
 
______ I DO want to take this test at this time        ______ I DO NOT want to take this test at this time 
 

 

DILATED FUNDUS EXAMINATION INFORMED CONSENT 
 
DILATION OF THE PUPIL is recommended for all of our patients, especially new patients, children, or 
patients with existing eye conditions as part of your yearly eye health evaluation.  This procedure uses eye 
drops to enlarge your pupils allowing the Doctor to thoroughly check your eyes and to help ensure accuracy 
of your new prescription.  YOUR VISION WILL BECOME BLURRY, AND YOUR EYES MORE SENSITIVE 
TO LIGHT FOR 3-5 HOURS after the drops have been used.  This procedure is covered by most insurance 
providers.   
 
Please check (√ ) one: 
 
______ I DO want to have my eyes dilated at this time and understand my vision may be impaired. 
 
______  I DO NOT want to have my eyes dilated at this time because ____________________.  I understand 
            that I am releasing LUX Eye Care from any liability by not having this exam. 
 
 
 

**If you elect to have BOTH the digital photography and the visual field screening, the fee is $50.  

I, ________________________________              _______________________________________                __________________ 
        Patient’s name (please print)                                       Patient’s/ Parent’s Signature                                              Date 
 
hereby acknowledge receipt of LUX Eye Care’s Notice of Privacy Policies / Consent Form and Contact Lens Policies.  I 
have read these documents and understand them.  I consent to the use and disclosure of my health information for purposes 
of treatment, payment, and healthcare operations.  I understand that I am responsible for all charges not covered by my 
insurance.  PAYMENT IS DUE AT THE TIME SERVICES ARE RENDERED.  PROFESSIONAL FEES ARE 
NON- REFUNDABLE. 
 


