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To our patients: 

Providing you with excellent care is our primary concern here at Glenn S. Shear, M.D. 
P.C.

Complete eye exams can take 1-2 hours and require dilation of the pupil. However, 
some exams are more complex and may take longer. We ask that you please plan the 
day of your appointment with that in mind. Dilation of the pupils can last for several hours 
and can make driving difficult. If you don’t feel comfortable driving, please make 
arrangements ahead of time.

Our office understands that sometimes “life happens” preventing you from being on time 
to your appointment. We give our patients a 15 minute grace period to arrive for your 
appointment time. Patients who arrive after their 15 minute grace period may either 
reschedule for a different day or if possible we can try to see you as a “work-in.” If we are 
able to see you as a work-in after your appointment time, you need to consider the wait 
time for work-ins are sometimes considerably longer than those with appointments. 

Please bring the following with you to your appointment:

∑ ID
∑ Insurance card(s)
∑ New patient paperwork completed
∑ Glasses (if you wear them)
∑ Contact lens boxes (if you wear/have them)
∑ Complete list of all medications you are currently taking (proper name, dosage, 

how many times of the day you take it, etc.)
∑ Any referral forms required
∑ Eye drops (if you use them bring the bottles with you)

***If you have a co-pay, co-insurance or deductible your payment will be 
required at the time of service. ***
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Patient Communication Form

We are in the process of implementing a new appointment reminder and patient communication system 

for our practice. Please help us make sure we have the most current contact information for your 

account. 

By providing your contact information below, you are granting permission to be contacted via those 

communication channels. Your information will not be abused and will only be used to contact you 

regarding your care. Example communications include appointment reminders, reminders to schedule 

your next appointment and important announcements about our practice.

Patient Name _______________________________ Home Phone __________________________

Name of Legal Guardian _______________________Cell Phone ____________________________

Address   ___________________________________Email ________________________________

___________________________________

When possible I prefer to be contacted via □ Phone Call □ Text □ Email □ Mail

Please list any other minors or family members for which this same contact information applies: 

____________________________________ _______________________________________

____________________________________ _______________________________________

____________________________________ _______________________________________

I hereby grant my healthcare provider permission to contact me via an automated 

phone/text/email system. I authorize my healthcare provider to disclose to third parties who 

answer my phone my limited protected health information, and to leave a message on my 

voicemail system or answering machine.

Signature: _________________________________ Date: _______________________
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OFFICE POLICIES

Payment Policy

Payment is expected at the time services are rendered unless prior arrangements have been made with 
the office. We accept cash, check, Visa, MasterCard & Discover. We do not accept insurance as a method 
of payment.

Providing we are contracted with your insurance company, we will file your claim for you. In the event 
your insurance deems all or part of our charges non-payable, you will be responsible for those charges. 
To avoid misunderstandings, our business manager invites early discussion of financial problems or 
questions regarding fees or payments from insurance carriers. If we are contracted with your insurance, 
we will call and obtain benefits while you are in the office. You will be responsible for any of the charges 
that insurance will not cover at the time the service is rendered.

We cannot accept the responsibility of negotiating claims with the insurance company or any other 
persons. The patient is responsible for payment of his or her medical care within a reasonable time, 
regardless of the status of the claim. Reduction of rejection of your claim by your insurance company 
does not relieve the financial obligation you have incurred.

If you prefer to file your own insurance, fees are payable at the time services are rendered.

Office Policy

Our office works on an appointment schedule. Appointment times are given according to what is 
available and the type of treatment a patient is to receive. Therefore, it is imperative that you keep all 
scheduled appointments. 

Please call our office if you are unable to keep your appointment.

___________________________________ ____________________________________
Signature of Patient or Legal Guardian Patient’s Name

___________________________________ ____________________________________
Print Name of Patient or Legal Guardian Date 
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PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

I hereby give my consent to Glenn S. Shear, M.D. P.C. to use and disclose protected health information (PHI) 
about me to carry out treatment, payment and healthcare operations (TPO). Glenn S. Shear, M.D. P.C.’s 
Notice of Privacy provides a more complete description of such uses and disclosures.

∑ With this consent, Glenn S. Shear, M.D. P.C. may call my home or other alternative location and leave a 
message on voice mail or in person in reference to any items that assist the practice in carrying out TPO, 
such as; (1) Appointment reminders with the physician name, appointment date and time, and our 
telephone number, (2) Insurance items, (3) Any calls pertaining to my clinical care, including laboratory 
results among others.
AGREE _______________________ DISAGREE _________________________

∑ With the consent, Glenn S. Shear, M.D. P.C. may mail to my home or other alternative location any items 
that assist the practice in carrying out TPO, such as appointment reminder cards and patient statements.
AGREE _______________________ DISAGREE _________________________

∑ I have the right to request that Glenn S. Shear, M.D. P.C. restrict how it uses or discloses my PHI and 
TPO. However, the practice is not required to agree to my requested restrictions, but if it does, it is bound 
by the agreement.
AGREE _______________________ DISAGREE _________________________

∑ We have your permission to speak to the following individual(s) regarding your PHI:

___________________________________ ____________________________________

___________________________________ ____________________________________

A notice of Privacy Practices is posted in our lobby; however, you may request a copy from the 
receptionist.

By signing this form, I am consenting to Glenn S. Shear, M.D. P.C.’s use and disclosure of my PHI and 
TPO.

I may revoke my consent in writing except to the extent that the practice has already made disclosures in 
reliance upon my prior consent. If I do not sign this consent, or later revoke it, Glenn S. Shear, M.D. P.C. 
may decline to provide treatment to me.

___________________________________ ____________________________________
Signature of Patient or Legal Guardian Patient’s Name

___________________________________ ____________________________________
Print Name of Patient or Legal Guardian Date 
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Dilation Consent Form:

It is our goal to provide a complete and thorough comprehensive eye 
examination. To effectively accomplish or goal, it is essential to dilate the 
pupils of you eyes. This will require placing drops in your eyes, which will 
enlarge the pupils and allow us to view the inside of your eye, also 
known as the Retinal New Tissue. 

As with any medications, there are some side effects of the drops that 
are used to dilate the pupil: sensitivity to light and blurred vision (in most 
cases the distance vision will be unaffected.) The side effects usually 
last several hours but rarely last as long as 24 hours. 

A dilation is an integral part of an eye examination process. We require 
your consent in understanding that during today’s exam, the patient will 
be dilated and is responsible for obtaining a pair of solar shields that the 
office has provided near the exits of the exam area. 

___________________________________ ____________________________________
Signature of Patient or Legal Guardian Patient’s Name

___________________________________ ____________________________________
Print Name of Patient or Legal Guardian Date 
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Glasses/Contact Lenses:

A refraction is a specific test the doctor performs during an eye examination 
to determine the prescription for glasses or contacts. If the test/refraction is 
not performed, we cannot provide a prescription for corrective lenses. 

Most insurance plans DO NOT PAY for the refraction, and should you choose 
to add the refraction to your examination, there will be a $50.00 surcharge at 
the time of service, in addition to your co-payment or any other non-covered 
fees (i.e. contact lens fitting exam). With this $50.00 surcharge, you are not 
paying for the written prescription itself, but for the actual test performed in 
order to determine the prescription.

If a refraction is not performed, we cannot provide you with a prescription for 
glasses or contact lenses. 

A refraction is a very important part of an eye examination if you require 
corrective lenses. We truly wish that all insurance plans considered this a 
covered expense. We appreciate your understanding in this matter. 

____ YES, I want to be tested for a glasses/contact lens prescription.

____ NO, I do not want to be tested for a glasses/contact lens prescription.

___________________________________ ____________________________________
Signature of Patient or Legal Guardian Patient’s Name

___________________________________ ____________________________________
Print Name of Patient or Legal Guardian Date 
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Pharmacy Information

Patient Name:   _____________________________________

Patient Email:   _____________________________________

Pharmacy Name:  ___________________________________

Pharmacy Address:  _________________________________

___________________________________________________

___________________________________________________

Pharmacy Number: _________________________________


