
 Additional Retinal Photos and Dilation Agreement 

 These  procedures  help  the  doctor  see  the  back  of  your  eye  to  check  for  medical  problems  such  as  cancer, 
 cataracts, glaucoma, retinal detachment, and signs of diseases like diabetes and high blood pressure. 

 We do not recommend dilation during pregnancy or if you are currently breastfeeding. 

 RETINAL PHOTOS use a bright camera flash.  It has no  other lasting effects on your vision. 

 DILATION  uses  eye  drops.  It  will  make  you  light-sensitive  and  your  vision  blurry  for  an  average  of  4-8 
 hours. Driving vision can be affected in some individuals.  There is no charge for dilation  . 

 DO I NEED THIS? 
 It is especially important to have retinal photos or dilation if you are or have been: 

 ➢  Diabetic 
 ➢  New to our office 
 ➢  Over the age of 40 
 ➢  Highly nearsighted 
 ➢  Diagnosed with a condition in the back of the eye that needs periodic monitoring 

 Please choose one of the following for  OPTIONAL  RETINAL  PHOTOS: 
 ❏ I  decline  Retinal Photos. 
 ❏ I would like to purchase  One-Time  Retinal Photos  for  $39  . 

 (Photos will be taken today only. This purchase is non-refundable.) 
 ❏ I would like to purchase  Lifetime  Retinal Photos  for  $79  . 

 (Photos will be taken only when in conjunction with a routine exam. This purchase is non-refundable.) 

 Please choose one of the following for  OPTIONAL  DILATION: 
 ❏  I  decline  Dilation. 
 ❏  I would like Dilation. 

 If  I  choose  to  decline  optional  retinal  photos  and/or  dilation  ,  I  understand  that  I  am  assuming  all  risks 
 associated  with  the  failure  to  diagnose  eye  conditions  due  to  lack  of  information  that  may  have  been 
 provided by these procedures. 

 I have read, understand, and agree to the terms and conditions listed above. 

 _____________________________________________________________________   _________________________ 
 Patient or Responsible Party’s SIGNATURE  Today’s Date 

 _____________________________________________________________________   _________________________ 
 Patient or Responsible Party’s PRINTED NAME  Patient’s Date of Birth 


