
Today's Date: 

Check one: Mr Mrs Miss      Dr

Sex M  F
Nursing?       Y         N     Pregnant?         Y         N    

Do you participate in a flex spending account?
        Yes         No

VERY IMPORTANT!!    NEW PATIENTS ONLY:
Who may we thank for referring you to our office?

If not referred, how did you choose our office?                                                  Self    Relation To Patient
        Another Dr.
        Insurance List
        Saw Sign/Building
        Newspaper/Magazine

What is the reason for this visit?

Any problems with your current contact lenses or 

been diagnosed or treated for any of the following:
                                                 Self    Relation To Patient

Please list all medications (including ocular) you are

        Yes         No
        Yes         No

Do you…(check box if your answer is yes)
       Work at a computer?

       Prefer not to wear your glasses at times?
       Have prescription sunwear?
       Have an interest in vision therapy?

      Recurrent Eye Infec./Ulcer

Have you and/or a family member ever experienced; 

Subscriber Name _______________________________
Subscriber SSN or ID #__________________________
Subscriber Birth Date ____________________________

Family Physician _______________________________

      Retinal Detachment

PATIENT MEDICAL HISTORY

glasses? ______________________________________

      Strabismus (Eye Turn)

        Yellow Pages: Which Directory? ________________

REASON FOR TODAY'S VISIT

been diagnosed or treated for any of the following:

Have you and/or family member ever experienced;

      Retinal Disease
      Retinal Tear/Hole

      Amblyopia (Lazy Eye)

      Glaucoma
      Macular Degeneration
      Other Ocular Disease

Do you smoke? Sic HIV/STD      

Date of Last Physical Exam ______________________

currently taking: ________________________________
      High Blood Pressure
      Heart Problems

        Other ____________________________________

      Skin Condition

LIFESTYLE QUESTIONS

      High Cholesterol
      Diabetes
      Thyroid Problems

      Multiple Sclerosis

      Allergies

City _______________________ State _____________

Employer or School _____________________________

Social Security # _______________________________

Zip Code ______________________________________
Home Phone __________________________________
Work Phone ___________________________________
Cell Phone ____________________________________
Date of Birth ________________ Age ______________

Occupation or Grade ____________________________

Name of friend or relative _________________________

WELCOME TO OUR OFFICE

Last _________________________________________
First _________________________________________
Street ________________________________________

PATIENT INFORMATION INSURANCE INFORMATION
Please be advised if you are using insurance coverage

OCULAR HISTORY

PATIENT/PARENT EMAIL ________________________

Primary Medical Insurance _______________________

Subscriber Name _______________________________
Subscriber SSN or ID # __________________________
Subscriber Birth Date ____________________________

         Subscriber same as above.

      Asthma 

GENERAL HEALTH

Do you drink alcohol?

List any allergies to medications or food: ____________

      Arthritis
      Migraines
      Cancer/Tumor

      Sickle Cell Disease
      Lupus

       Spend time outdoors? How much? _____ Hrs/Wk

      Eye Surgery

Date of Last Exam: 

      Blindness
      Cataracts
      Crossed Eye
      Eye Injury

for today's visit, this is a contract between you and 
your insurance company...not Carlsson Family Eye  
Center.
Vision Insurance _______________________________



 
 
 
 

 The new OCTOPUS 301 VISUAL FIELD is a highly 
sophisticated instrument that can electronically 
measure the retinal function and sensitivity to light.  
The Visual Field Analyzer can detect diseases such as 
pituitary tumors, glaucoma, retinal or macular 
degeneration, optic nerve disease, or retinal 
disturbances due to vascular problems or 
medications and many other conditions that manifest 
itself in the eye.   
The doctor strongly recommends that all patients 
(ten and older) receive the visual field screening.  It 
is especially important for people who have: 
• Headaches 
• Flashes of light 
• A history of diabetes 
• High Blood Pressure 
• Heart problems and/or circulatory problems 
• A strong eyeglass prescription 
 
There is an additional charge of $15.00 for the 
screening.  This is not a procedure that insurance will 
pay for and therefore the patient accepts the 
responsibility and liability for the charge.  This 
procedure has no side effects and will require an 
additional 10 minutes of your time.  
 
          _____ Yes, I would like the Visual Screening 

at this time. 
 
            _____ No, I would not like the Visual 

Screening at this time. 
 
__________________________________________  
(Patient/Guardian) 
 
_________________________________________  

Date    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
To do dilation means the doctor uses eye drops to 
temporarily enlarge your pupils (dilated fundus 
evaluation).  Without dilation, the doctor can only see 
about 20% of the inside of your eye.  With dilation, 
the doctor can see problems that you cannot feel or 
see until your vision is impaired.  All new patients, 
especially children 10 and younger, need to be 
dilated in order for the doctor to thoroughly assess 
the health of the eye.  Additionally, children need to 
be dilated in order to determine a child’s “true” 
prescription. 
 
 
**This procedure will leave you light sensitive  
with blurry near vision for approximately 4-6 hours.  
You will be able to drive but please be more 
careful if doing so. 
 
** Dilation is not recommended for patients who are:
pregnant, nursing and/or with neurological disorders.   
 
          _____ Yes, I would like the Dilation at this 

time. 
 
           _____ No, I would not like the Dilation at this 

time. 
 
 
 

___________________________________________  
(Patient/Guardian) 
 
__________________________________________  
Date    

 
 

VIRTUALLY ALL OF THE MAJOR CAUSES OF BLINDNESS CAN BE 
DETECTED BY CHANGES IN THE VISUAL FIELD & THROUGH DILATION 

VISUAL FIELD SCREENING *FOR 10 & OLDER DILATION WAIVER 



 
 

 

*This is only for the individual who would like to be fitted for contact lenses. 
 

Contact lenses are medical devices, regulated by the FDA.  This means that the doctor has to evaluate 
the health of your eyes and the fit of your contacts every year in order to determine the optimum prescription 
for your eyes.  Contact lens examinations are required on a yearly basis.  These tests are done to make sure 
your eyes are healthy, that the lenses fit your eyes properly, and to ensure that you are seeing as clearly as 
possible. 
All contact lens patients will be charged a contact lens fitting and evaluation fee.  The fee varies based 
upon the type of contact lens, doctor/staff time involved and expertise necessary.  Insurance companies 
require that we bill contact lens fitting/evaluation charges separately from your comprehensive eye 
examinations.  In most cases, insurance companies consider contact lenses “not necessary” and they will not 
cover these charges.  The services received for this fee include the fitting/refitting and evaluation for contact 
lenses, tear film/corneal health analysis, all contact lens follow-up visits with the doctor for 60 days, any 
diagnostic lenses used, a contact lens starter solution kit, and a class to teach you how to properly care for your 
contacts if necessary.  There are typically rebates and discounts available when buying a year supply of 
contacts, feel free to inquire about them. 
 
Contact Lens Evaluation: The contact lens evaluation is not part of the standard eye exam. There is an 
additional fee for a contact lens evaluation/fitting and contact lens prescription update. These fees are 
determined based on the type of lenses you are fit with and need to be paid at the time of your 
copay. 
 
 

Soft Spherical $79.00 
Soft Toric $94.00 
Soft Monovision/Early Presbyopia $99.00 
Monovision                     $99.00   
Soft Multi-focal $129.00 
Soft Multi-focal Toric $139.00 
RGP Spherical $139.00  
RGP Toric $149.00   
RGP Multi-focal $159.00 
Specialty Kone Fit $349.00 
Specialty Fit To be determined by the doctor. 
 
 
 

Signature_____________________________________ Date _______________ 
 

CONTACT LENS FITTING & EVALUATION* 



 
 
 

 
 

The goal of Carlsson Family Eye Center is to provide the 
best possible eye health and vision care with high quality 
products. In an effort to keep the costs of this down, CFEC 
has established this financial policy.  
 
We accept cash, checks, debit cards, VISA, MasterCard and 
CareCredit for your convenience.  All returned checks are 
subject to a $25.00 NSF fee and any other applicable bank 
fees.  All prescription materials ordered are considered to be 
custom orders and are not refundable.  The orders are 
processed electronically at the time of purchase and cannot 
be altered in any way and cannot be stopped once the sale 
is final.  We have a NO cancellation policy.  Please choose 
your purchase wisely and consider the advice of our trained 
professionals. 
 
We will gladly bill your primary vision and medical 
insurance carriers with whom we have a contract with as a 
courtesy to you.  We are unable to bill secondary 
insurances.  If we are not contracted with your insurance 
company, we will provide you with the information needed 
so that you may submit your statement to them for 
reimbursement.  In order for us to bill your insurance, we 
must be provided with a copy of your current insurance 
card at the time of service showing the members name, ID 
and group numbers, as well as the claims address and 
phone number.  We will not bill your insurance after 30 
days from the date of service.  Every insurance plan is 
different, we recommend that you contact your insurance 
company prior to your visit to verify eligibility and plan 
coverage.  CFEC cannot accept responsibility for knowing 
your insurance coverage.  We will make every effort to 
verify your vision coverage prior to your visit.  The benefits 
given are an estimate only.  Any difference after the claim 
has been processed will be your responsibility.  You are 
ultimately responsible for your account regardless of your 
insurance coverage.  The estimated fees are due at the 
time of service.  Please remember that insurance coverage 
is typically a defined benefit and is not intended to cover 
the cost of examinations or optical goods in full.  
A billing fee of $25.00 will be assessed monthly on any 
outstanding balance after 30 days.  After 90 days, the 
account will be turned over to a third party for collections.  
At that time, a 35% processing fee will be assessed and the 
guarantor will also be responsible for any legal fees that 
may be incurred. 
 
I, _______________________________________  
have read, understood and agree to this policy. I also give 
permission for CFEC to bill my insurance company on my 
behalf and accept assignment from my insurance company. 
 
_________________________________________  

Signature of Patient or Legal Guardian                       Date 
 
 
  
 
 

 
 
I, ________________________________________________  
         (Patient’s Printed Name) 
 
have been provided a copy of Carlsson Family Eye Center’s 
Notice of Privacy Practices and I have had an opportunity to 
read the Notice. 
 
If you would like Carlsson Family Eye Center to release 
information to specific individuals, please list them below.  
(Please Print) You do not have to list any individuals.  You 
may also change this list at any time. 
 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
________________________________________________ 
 
By signing below, you are acknowledging that you 
have been given a copy of our Privacy Practices. 
 
________________________________________________ 
Signature or Legal Guardian (if minor) __________      
 
Date ____________________________________________ 
 
 
 

FINANCIAL

 POLICY

 FINANCIAL POLICY

IAL POLICY 

Medicare Patients Only: Medicare #________________ 
Note: Refraction fees are due at the time of service. 
 
Medicare Patient / Guardian Signature 
___________________________________________ 
Date: 

ACKNOWLEDGEMENT OF PRIVACY POLICY 



             NOTICE OF PRIVACY PRACTICES 
 

To our patients. This notice describes how health information about you (as a patient of this practice) may be used and 
disclosed, and how you can get access to your health information.  This is required by the Privacy Regulations created as a 
result of the Health Insurance Portability and Accountability Act of 1996 (HIPPA).  

Our practice is dedicated to maintaining the privacy of your health information.  We are required by law to maintain the 
confidentiality of your health information. 
We realize that these laws are complicated, but we must provide you with the following important information: 

The following circumstances may require us to use or disclose your health information: 
1. To public health authorities and health oversight agencies that are authorized by law to collect information. 
2. Lawsuits and similar proceedings in response to a court or administrative order. 
3. If required to do so by a law enforcement official. 
4. When necessary to reduce or prevent a serious threat to your health and safety or the health and safety of another 

individual or the public.  We will only make disclosures to a person or organization able to help prevent the threat. 
5. If you are a member of U.S. or foreign military forces (including veterans) and if required by the appropriate authorities. 
6. To federal officials for intelligence and national security activities authorized by law. 
7. To correctional institutions or law enforcement officials if you are an inmate or under the custody of a law enforcement 

official. 
8. For Workers Compensation and similar programs. 

1. Communications.  You can request that our practice communicate with you about your health and related issues in a 
particular manner or at a certain location.  For instance, you may ask that we contact you at home, rather than work.  
We will accommodate reasonable requests. 

2. You can request a restriction in our use or disclosure of your health information for treatment, payment or health care 
operations.  Additionally, you have the right to request that we restrict our disclosure of your health information to only 
certain individuals involved in your care or the payment for your care, such as family members and friends.  We are not 
required to agree to your request; however, if we do agree, we are bound by our agreement except when otherwise 
required by law, in emergencies, or when the information is necessary to treat you. 

3. You have the right to inspect and obtain a copy of the health information that may be used to make decisions about you, 
including patient medical records and billing records, but not including psychotherapy notes.  You must submit your 
request in writing to Carlsson Family Eye Center, 3592 S. Atherton Blvd., Ste. 111, Gilbert, AZ 85297.  There will be a 
copying fee based on the number of pages. 

4. You may ask us to amend your health information if you believe it is incorrect or incomplete, and as long as the 
information is kept by or for our practice.  To request an amendment, your request must be made in writing and 
submitted to Carlsson Family Eye Center, 3592 S. Atherton Blvd., Ste. 111, Gilbert, AZ 85297.  You must provide us 
with a reason that supports your request for amendment. 

5. Right to a copy of this notice.  You are entitled to receive a copy of this Notice of Privacy Practices.  You may ask us to 
give you a copy of this Notice at any time.  To obtain a copy of this notice, contact our front desk receptionist. 

6. Right to file a complaint.  If you believe your privacy rights have been violated, you may file a complaint with our 
practice or with the Secretary of the Department of Health and Human Services. To file a complaint with our practice, 
contact Carlsson Family Eye Center, 3592 S. Atherton Blvd., Ste. 111, Gilbert, AZ 85297.  All complaints must be 
submitted in writing.  You will not be penalized for filing a complaint. 

7. Right to provide an authorization for other uses and disclosures.  Our practice will obtain your written authorization for 
uses and disclosures that are not identified by this notice or permitted by applicable law. 

 
If you have any questions regarding this notice or our health information privacy policies, please contact Carlsson Family 
Eye Center, 3592 S. Atherton Blvd., Ste. 111, Gilbert, AZ 85297, 480-988-4131. 
 
Please retain this copy for your own personal use. 
 
 

OUR COMMITMENT TO YOUR PRVACY 

Use and disclosure of your health information in certain special circumstances 

Your rights regarding your health information 
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