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Contact Lens Policy

When we prescribe contact lenses for you, additional calculations outside of the routine eye exam must be
made to determine your contact lens prescription. No part of determination of a contact lens prescription is
included in the routine eye exam.

Contact lens fitting fees are based on the type of contact lens the doctor determines is required

New Fit Established Fit Annual Evaluation
Spherical $ 100 $ 60 $ 60
Toric $ 140 $ 100 $ 60
Multifocal & Monovision $ 140 $ 100 $ 60

Contact Lens Fitting Fees

If you have never worn contacts before or have not been seen in our clinic for a contact lens fit, you will be
considered to be a “new fit”. If you have been seen at our office for contact lenses and you are switching
brands or lens design, you will be considered to be an “established fit”". If there are no changes or minimal
changes to your contact lens prescription, you will be considered to be an “annual evaluation”. Fees for these
different categories will be discussed once the contact lens fitting process is started.

Included in the fees of the contact lens fitting:
e Contact lens evaluation

Instruction on insertion and removal for new wearers
Trial lenses as needed for diagnostic / fitting purposes
Lens care kit for new wearers

Follow-up visits as needed for up to 8 weeks

Contact Lens Disclosure

All contact lens prescriptions expire one year after the completion of the fitting period. This is a federal
requirement and we are obligated to adhere to it. If it has been a year since your contact lens examination or
fitting then you will need a new examination to update your contact lenses. If you experience red eyes, itchy,
burning or painful eyes, cloudy or blurry vision, or any discharge from the eyes, IMMEDIATELY DISCONTINUE
CONTACT LENS WEAR AND SCHEDULE AN APPOINTMENT.

I have read and understand the contact lens policy described above.

Patient Signature: Date:

Printed Name:




