
                                                                                                                                                             

NOTICE FOR NEW AND ESTABLISHED CONTACT LENS WEARER 

A CONTACT LENS EVALUATION FEE is necessary to determine the contact lens prescription or to renew your 
current contact lens prescription annually, despite any changes. This evaluation fee will include an assessment of 
the health of the corneas, precise measurements of your prescription and recommendations of materials and 
prescription tailored for you.  It will also include a sample of diagnostic lenses based on your examination today. 
The prescription for contact lenses will NOT be given or finalized unless a contact lens evaluation is completed.   

CONTACT LENS EVALUATION FEE:   The fees listed below are in addition to the regular examination fee.  The fee 
will cover the initial evaluation of my contacts and any subsequent follow-up appointments during the first 
THIRTY DAYS.  After thirty days, any follow-up visits will be charged accordingly.   

 

 I am aware the contact lens evaluation fees 
are non-refundable. 

Soft spherical/ Colors $60 

Toric/Astigmatism/ Multi-focals / Monovision $80 

Gas Permeable/ Rigid lenses/ RGPs $100 

FIRST TIME WEARER:  Soft spherical lens evaluation $100 



I currently do not wear contacts and would like to try them. 

I currently wear contacts and would like to renew my prescription. 

I currently wear contacts and DO NOT wish to renew my prescription.  I understand I will not be able to order 
any contacts until I have a contact lens evaluation. 

 

I hereby acknowledge that insurance plans will only cover either my glasses or contacts.  I am aware they do NOT 
cover both (unless otherwise noted).  I also understand that contact lenses are considered a medical device and a 
contact lens evaluation is necessary before my prescription is finalized.  The contact lens prescriptions are valid 
for ONE YEAR and be re-evaluated every year to ensure a proper fit, acceptable vision and good ocular health. 

 

Print Patient Name:___________________________________________________________________________ 

Patient or Guardian Signature: _______________________________________Date:______________________ 

 


