
Michigan Eye Consultants

WELLNESS OCT (Optical Coherence Tomography)

Michigan Eye Consultants provides the top-of-the-line screening technologies to
all of our patients. Using these high-tech screenings, your MEC eyecare team
aims to combat the sight threatening diseases such as glaucoma, macular
degeneration, diabetes, high blood pressure or high cholesterol that often show
no signs or symptoms. The earlier we detect these sight threatening diseases,
the faster we can manage them.

Your MEC eyecare team uses Optomap and OCT (Optical Coherence
Tomography) in our fight against sight threatening diseases.

Optomap is included in your Eye Health Examination. This technology provides a
revolutionary 200-degree high definition wide view image of the inside of your
eyes without pupil dilation.

Wellness OCT (Optical Coherence Tomography) – This technology allows your
MEC Doctor to view the multiple layers of the retina so that we can take a deeper
look of the retina. The cost is $40.

The MEC Doctors highly encourage you to haveWELLNESS OCT to help us
provide the next level eyecare for you.

Yes, I accept the fees and would like to have:

_______ Wellness OCT

_______ I’d like to discuss more with my MEC eye care team

_____________________________________ ________________________ __________________
Signature of patient/representative Name (Pt/Rep) Date



Michigan Eye Consultants
Medical History

__ No change since my last annual eye health exam

__ Changes in medical conditions since my last annual eye health exam. Please list below:

____________________________________________________________________________

List any new medication you are taking. You can also have our eyecare team make a copy of your
medication list.

____________________________________________________________________________

Do you have any NEW allergies to medication or to the environment?

____________________________________________________________________________

List all NEW injuries, surgeries, and hospitalizations you have had:

____________________________________________________________________________

Are you pregnant? Yes / No Any history of gestational diabetic issues? Yes / No

Do you use tobacco? Yes / No Do you use non-prescription drugs? Yes/No

Would you like your Doctor to evaluate you for contact lenses today? Yes / No

Rate how your contact lenses feel immediately after you put them in: Poor / Average / Excellent

Rate how your contact lenses feel just before you take them out: Poor / Average / Excellent

______________________________________ ________________________ ___________

Signature of patient/representative Name (Pt/Rep) Date
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Patient’s name: ____________________________________ DOB: __________________________ Gender: M / F / NA

Address: ________________________________________ City/State: _________________ Zip: _________________

Cell phone: ( ) ____________________________ Email: ______________________________________________

Person(s) authorized to access my health information (name/relationship):

_______________________________________________________________________________________________________

Primary Care Physician: _____________________________________ Phone: __________________________________

Medical Insurance:

Insurance Name: ______________________ Subscriber ID: _________________________________________________

Insured Name: __________________________ Insured DOB: ______________________ Relationship to pt: ________

Name of Secondary / Medigap Insurance: ______________________________________________________________

THE REFRACTION FEE AND MEDICAL INSURANCE CO-PAY ARE DUE AT THE TIME
OF SERVICE.

MEDICAL INSURANCE DEDUCTIBLE AND CO-INSURANCE WILL BE COLLECTED IF
APPLICABLE AFTER YOUR MEDICAL INSURANCE CLAIM IS PROCESSED.

Payment Authorization and Receipt of Privacy Policy Notice & Spectacles/Contact Lens
Prescription Release Policy Notice

Thank you for choosing Michigan Eye Consultants as your eyecare provider. We are committed to providing you with the highest quality of
eye care. We ask that you read and sign the following to acknowledge your understanding of our patient financial policies.

○ The patient (or patient’s guardian, if a minor) is ultimately responsible for the payment of treatment and care ○ We will bill
your insurance for you. The patient is required to provide the most correct and updated insurance information ○ The patient
is responsible for payment of co-pay, co-insurance, deductible and all other procedures or treatments not covered by your
insurance plan
○ Co-pay is due on the day of service
○ Co-insurance, deductibles and non-covered items are due on the day of service
○ By my signature below, I hereby authorize the assignment of financial benefits directly to Michigan Eye Consultants and

any associated healthcare entities for services rendered as allowable under standard third-party contracts. I
understand that I am financially responsible for charges not covered by this assignment.

I, _______________________________ (please print full legal name), the “Patient” or “Patient’s legal representative” (if patient is a minor or an
adult who is unable to sign this form), have been presented with the Privacy Policy AND the Spectacles/Contact Lens Prescription Release
Policy Notices, and have been offered a copy of such policy to keep for my records.

______________________________________ ________________________ __________________
Signature of patient/representative Name (Pt/Rep) Date
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Privacy Policy
This Notice of Privacy Practices contains a detailed description of how our office will protect your health
information, your rights as a patient and our common practices in dealing with patient health information.

Use and Disclosures of Health Information

We will use and disclose your health information in order to treat you or to assist other health care
providers in treating you. We will also use and disclose your health information in order to obtain
payment for our services or to allow insurance companies to process insurance claims for services
rendered to you by us.

Use and Disclosures Based on Your Authorization

Except as stated we will not use or disclose your health information without your written authorization.

Use and Disclosures Not Requiring Your Authorization

In the following circumstances, we may disclose your health information without your written
authorization:

■ To family members who are involved in your healthcare
■ For purposes of public health and safety
■ To Government agencies for purposes of audits and investigations
■ To the FDA to report product defects or incidents
■ When required by court orders, search warrants, subpoenas and as required by the law

Patient’s Rights

As our patient, you have the following rights:

■ To have access to and/or a copy of your health information
■ To receive an accounting of disclosures we have made of your health information
■ To request that we communicate with you in confidence
■ To request that we amend your health information
■ To receive notice of our privacy practices

Thank you for choosing Michigan Eye Consultants as your eyecare provider. We look forward to
providing you with the best eye care in the market!

Spectacles/Contact Lens Prescription Release Policy

This Prescription Release Policy allows Michigan Eye Consultants to email the patient or the patient’s
representative an electronic copy of the finalized Spectacles and Contact Lens prescriptions.


