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FAMILY EYE CARE
14855 Blanco Road, Suite 210, San Antonio, Texas 78216
210-479-0900 main | 210-479-0903 fax | www.safamilyeyecare.com
contactus@safamilyeyecare.com
Patient Signature Page

Patient Name (Print)

Take your time to read the following, ask questions, you may request a copy, and initial/check
applicable sections with final signature acknowledging receipt, reading, and acceptance.

1. Notice of Privacy Practices & HIPAA Privacy Statement
2. Financial Policy
3. Contact Lens Evaluation Agreement
Please Check
YES NO or N/A
4. FDT-Frequency Doubling Technology
Please Check
YES NO or N/A
5. Dilation and/or Retinal Photography
Service Please Check
Type Today* Later** Decline***
Dilation
Retinal Photography
Dilation & Retinal Photography

*I authorize the staff to administer dilating eye drops and/or retinal photography.
**Patient must call to schedule within 30 days of last exam to avoid additional $30+ fee.
***] am aware of my options and risks and decline either procedure against medical advice.

Patient, Parent or Guardian Signature and Date

This document/message and any attached to it are confidential and may contain information that is protected from disclosure by various federal
laws, including the HIPAA privacy rule (45 C.F.R., Part 164), and state laws, including Chapter 181 of the Texas Health & Safety Code “Medical
Records Privacy”. This information is intended to be used solely by the entity or individual to whom this message is addressed. If you are not the

intended recipient, be advised that any use, dissemination, forwarding, printing, or copying of this message without the sender's written
permission is strictly prohibited and may be unlawful. Accordingly, if you have received this document/message in error, please notify the sender
immediately by return e-mail or call 210-479-0900, and then delete/destroy this document/message.
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