
 
 
1. The doctor reserves the right to terminate the supply of and / or examination for contact lenses 
if I do not comply with the prescribed wearing or replacement schedules or required follow-up 
visits.  I may be charged a fee for re-examination and re-instatement. 
 
2. I understand that there are many adverse reactions and some vision-threatening side effects 
of contact lens wear which begin with milder symptoms such as unusual redness, blurred vision, 
pain or discomfort, or light sensitivity. In the event that any of these symptoms arise, immediate 
removal of contacts and a visit to this office are required in order to maintain optimal eye health. 
Alternate forms of vision correction - eyeglasses - are considered an absolute necessity. 
 
3. Contact lenses are a medical device regulated by the FDA and like any drug under such control 
are dispensed by prescription only. Distribution through this office insures that lenses are 
dispensed accurately and insures proper follow up care and appointments. Contact lens wear is 
an annual program, requiring regular monitoring and examination of the eye health by the 
prescribing doctor(s).  It is therefore understood that all contact lens care and distribution, as 
prescribed by the doctor, is ideally handled through this office.  The patient’s clinical records may 
be transferred to another licensed eye doctor who assumes all responsibility for the care of the 
patient, upon written request. 
 
4. No charge will be made for prescription changes if the change is determined before the lenses 
are dispensed. There are no refunds on any open, written on or damaged boxes of contacts after 
dispensing. 
 
5. I am aware that successful fitting of contact lenses varies greatly from patient to patient and 
acknowledge that no guarantees have been made concerning the results of this contact lens 
program. I understand that there are additional annual professional fees for contact lens 
examination, fitting, and follow up. I also understand that all professional service fees are payable 
upon execution of the initial services, are not divisible, and are non-refundable.  
I have had an opportunity to ask questions, and have received and understood acceptable 
answers. 
 
Patient Name (print)_________________________________________ 
 
DOB _______/_______/_______        Today’s Date _______/_______/_______ 
 
 
Patient Signature: __________________________________________ 
 
 
Parent/Guardian Signature (under 18) _____________________________________ 
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