We are committed to early detection of eye diseases using the most advance
equipment and techniques. For this reason, we strongly recommend that our
patients receive the following tests as part of their visual analysis.

Due to the rise of COVID-19 Dr. Smith requests all patients to do
the OPTOS retinal exam.
This will reduce the amount of time the patient is in the office by
30-45 minutes and will allow proper social distancing.

_____________________________________________________________________________
The optomap retinal scan allows us to capture images of the back of your eye where potential
vision threatening diseases can be found. These include glaucoma, retinal tears, diabetes,
high blood pressure and tumors.
Optomap= No dilation= No blurred vision or light sensitivity
The fee for this additional testing is $39

VISUAL FIELD ANALYSIS
_____________________________________________________________________________
Virtually all of the major causes of blindness in the United States can be detected by
changes in the visual field. Our computerized technology assists us in the early detection of
glaucoma, retinal problems, and neurological diseases such as brain tumors, optic nerve diseases
and headaches.
Studies have shown this test to be the most accurate screening test for glaucoma.
The fee for this additional testing is $20
Do you want to have the visual field screening?

Patient Name (Please Print)

YES

□

NO

□

____________________________________

Patient (or Guardian) Signature ____________________________________ Date ___________

I have read and understand this document:

☐ I decline to have an internal examination of the eye by optomap or dilation.
Liability Release: I have been informed by River Place Vision Center (Dr. Dennis Smith O.D.)
of the importance of retinal evaluation and visual field. I will not hold River Place Vision Center
and/ or its staff responsible for any disease or pathology that goes undetected due to the lack of
diagnostic information that could have been obtained by these testing procedures.
Patient Name (Please Print)

____________________________________

Patient (or Guardian) Signature ____________________________________ Date ___________

