Dilation Consent Form
In order for us to thoroughly evaluate your eyes we need to perform a dilated eye exam. Several eye
conditions could go undetected without this procedure. This is recommended for all but especially patients
with complaints of floaters, flashes, diabetes, and glaucoma. Dilation consists of placing drops in your eyes
which start to take effect within 20 minutes. Once evaluated, the drops will cause possible blurred vision for
2-4 hrs. and light sensitivity (usually for 6-8 hours or less, but may last up to 24 hours). You should use caution
when driving while your pupils are dilated. You should wear sunglasses or we can provide you with a pair.

 Please check one of the options below. * Reminder: Dilation is included in your examination*

□ I would like a General Eye Exam, with dilation.

□ I understand the importance of dilation,
however, at this time, I decline this part of the eye
exam.

__________________________________________________________________________________

Retinal Photo Consent
Joseph and Bass Eye Associates is pleased to offer a high-resolution digital photograph of your retina
(the back of your eye). This tests allows the doctor to screen for but not limited to Glaucoma, Diabetes,
Macular Degeneration, Optic nerve disease, neurological diseases and possible causes of headaches. Retinal
photography allows the doctor to take a picture of your retina which aids in evaluation but also serves as a
baseline for future exams.
This service is advised for healthy patients as well as patients presenting with pre-existing medical
conditions. We strongly recommended for patients complaining of sudden changes in vision, headaches,
flashing lights, and floaters
 Retinal Photo: The fee for this procedure is $29.00. Please check one and sign below.

□ I DO wish to have retinal photography performed

□ I DO NOT wish to have retinal photography performed

*This service aforementioned is a screening. It is possible that additional, more comprehensive procedures may be
necessary based on the results of your vision analysis.*

Signature: ____________________________________Date:__________________

