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REFRACTION PATIENT FLYER AND FORM
Refractions

A refraction is done to determine whether you are nearsighted, farsighted, have astigmatism and whether glasses are necessary or need to be changed.  This is a very important part of an eye examination, especially in children who may have amblyopia (lazy eye), strabismus (crossed eyes), who are less than 5 years old, or have failed a vision screening examination.  Most importantly, it will determine how well you can see.  If your vision cannot be corrected with glasses, you may have some form of eye disease.

Although we feel a refraction is important, most medical insurance companies will not pay for this service.  Some medical insurance plans cover refractions for children under age 18; however, you should contact your plan for specific information.  Our charge for a refraction is $ xx.00.  If you have a vision insurance plan, such as Vision Service Plan (VSP) or Medical Eye Services (MES), most of this charge may be covered.  Remember, vision insurance is designed to cover basic eye examinations for refractive errors (myopia-nearsighted, hyperopia-far sighted, astigmatism, or presbyopia-reading glasses over age 40).  Medical Insurance is designed to cover medical eye conditions (amblyopia, strabismus, cataracts, glaucoma, etc). 

It may be possible for us to perform an eye examination in order to be sure you have no serious eye disease without performing a refraction.   Ideally, a complete eye examination should include a refraction, especially if you cannot see well.  Because we do not wish to present you with any “hidden” charges, we will only perform a refraction with your permission.  

Please sign this statement to indicate that you have read and understood the purpose of a refraction, and that you understand that you are financially responsible if your insurance company declines payment for this service.  

Please indicate below if you wish to have a refraction.

_____ I do wish ___ I do not wish to have a refraction performed.

___________________________________________
____________
Patient signature






Date

___________________________________________
____________

Witness







Date

