
 
 

Consent for Treatment 
 
Having decision-making capacity, I consent to receive a comprehensive eye and vision examination, including diagnostic 
testing and procedures, and authorize my provider to use their professional judgment to recommend a treatment plan. 

HIPAA – Notice of Privacy Practices 
Our friends in Washington DC asked us to share this with you. You can always ask us for a copy of your medical record. 
You can ask us to communicate with you in a specific way, like your favorite phone number. You can ask us to not share or 
use your information and can ask us who we’ve shared it with. You can get a copy of this notice at any time. You can 
authorize others to act on your behalf. You can contact the US Dept of Health and Human Services, Office for Civil Rights 
by sending a letter to 200 Independence Ave, SW, Washington DC 20201, to let them know if you have a complaint, or 
would like to tell them what an awesome job we are doing! We don’t sell your information or share with marketing 
spammers. We use your information to provide great health care to you, contact you, bill your insurance company, and 
communicate with other doctors who treat you, so we’re all on the same page and can give you the best care possible. 
Sometimes the government requires us to share your information, such as for public health or safety issues, lawsuit 
responses, law enforcement, and government stuff like health oversight agencies and national security. We keep your 
information secure on encrypted servers, and we’ll let you know if there is a breach. You can request any change or 
restriction of information sharing at any time. If anything changes on our end, we’ll update this notice in writing and on 
our website, www.brighteyesmobile.com, where you can also find cool facts about our staff, eye care, and how we help 
the community. By signing below, you are documenting that we showed this to you. 

Medical Records Release 
I authorize release of my insurance, demographic and medical records to Bright Eyes Vision Clinic (BEVC) for continuity of 
care. I authorize release of my medical records from Bright Eyes Vision Clinic to directors of my residential facility, other 
caregivers, and my family, guardians, and holders of power of attorney (POA). 

Clinic Policies 
Prescription Policy: If you choose to have glasses made at Bright Eyes Vision Clinic, we guarantee all our lenses for 3 
months for a prescription change or manufacturer defect. If you choose to have glasses made elsewhere, ensure the 
dispenser agrees not to charge you if your prescription needs to be redone.  
Advanced Beneficiary Notice: In long term care facilities, we will reduce out-of-pocket expenses for services by offering 
an ongoing care program in which service costs are subsidized. 
Insurance Assignment and Release: I, the undersigned, assign directly to Bright Eyes Vision Clinic all insurance benefits for 
services rendered. I authorize Bright Eyes Vision Clinic to release information necessary to secure payment of benefits. I 
authorize the use of this signature on all insurance submissions. 
 

Patient Name: _________________________________   
 
Date: _________________________________ 
 
Signature of Patient, POA, or BEVC Staff (with form below): ____________________ 
 
BEVC Staff ______________________ spoke with POA ______________________  

(Staff Name)           (POA Name) 
 

at ___________________ on _________ at _________ and obtained verbal consent. 
(Phone # or Email)        (Date)          (Time) 

 


