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Optomap or Eye Dilation 

 
As part of a comprehensive eye examination, it is recommended that ALL patients have the internal health of their eyes 
thoroughly evaluated. This is performed either as a dilated retina exam or with the Optomap Retinal Imaging camera. 
Dilation of pupils with eye drops is still considered the most complete way of viewing the retina.  
  
Our physicians are committed to discovering and documenting eye problems such as macular degeneration, diabetic 
retinopathy, glaucoma, retinal holes, or detachments (all of which can lead to partial loss of vision or blindness). 
Systemic diseases such as high blood pressure and diabetes can also be discovered during the retinal exam. Due to a 
limited view of the internal structures of the eye, these health conditions are difficult to detect (and potentially treat) 
without the Optomap Retinal Imaging camera or dilation of the pupils.  
 
Optomap:  

• Provides an eye wellness scan.  

• It allows your doctor to review your Optomap Retinal Image with you.  

• Provides an annual, permanent record.  

• Gives an in-depth view of the retinal layers (where disease can start)  

• It is fast, easy, and comfortable.  

• Will NOT require dilating drop (drop would result in light sensitivity and blurred vision for 4-6 hours).  

Some patients may need to have their eyes dilated also; this is dependent on what your doctor determines is best for your 
eyes. Example: You will need to be dilated if you are coming for evaluation of cataracts, floaters, flashes of light, or other 
eye disorders better assessed with dilation.   
PLEASE NOTE: THERE IS AN ADDITIONAL CHARGE OF $39.00 THAT WILL NEED TO BE COLLECTED 
ON DATE OF SERVICE. THE OPTOMAP RETINAL IMAGE IS NOT COVERED BY INSURANCE. 
 
I have read and understand above, and 

(  ) I want both DILATION and the Optomap Retinal Image; I agree to pay the $39.00 fee today. (RECOMMENDED)  

(  ) I do not want to be dilated and agree to pay the $39.00 fee for the Optomap Retinal Image.  

(  ) I decline the Optomap Retinal Image but wish to have my eyes dilated.  

(  ) I decline both the Optomap Retinal Image and dilation at this time. (NOT RECOMMENDED)  

 
Print Patients Name: ___________________________________________    Date of birth: _________________ 
 
 
Patient/Guardian Signature: ______________________________________   Date: ________________ 

 

 

Parental Consent 

I, _____________________________, the parent or legal guardian of _____________________________  
           (parent/guardian name please print)                                  (patient name, please print)  

authorize the dilation of his/her eyes for a routine eye exam and/or necessary medical treatment deemed necessary by qualified 

medical personnel. This form will remain in effect until revoked in writing by me.  

 
Minor/Patient Name: _______________________________________________________   Date of birth: __________________ 
                    
Parent/Guardian Signature: __________________________________________________    Date: __________________ 
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Patient Consent for Use and Disclosure of Protected Health Information 

1. With my consent, Eye Physicians of Long Beach, a Medical Group, Inc. may use and disclose Protected Health 

Information (PHI) about me to carry out Treatment, Payment, and healthcare Operations (TPO). Please refer to 

Eye Physicians of Long Beach Notice of Privacy Practices for a more complete description of such uses and 

disclosures.  

• I have the right to review the Notice of Privacy Practices prior to signing this consent.  

• Eye Physicians of Long Beach, a Medical Group, Inc. reserves the right to revise its Notice of Privacy 

Practices at any time. A future revised Notice of Privacy Practices may be obtained by forwarding a 

written request to Eye Physicians of Long Beach, a Medical Group, Inc. at 2925 Palo Verde Ave., Long 

Beach, CA 90815. 

2. With my consent, Eye Physicians of Long Beach, a Medical Group, Inc. may mail, fax, email, call my home or 

other designated 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 appointment reminders, insurance items, and any call, fax or email 

pertaining to my clinical care, including laboratory results, prescriptions for medications, prescriptions for glasses 

and contact lenses, the making of the lenses for the glasses, and any other detail of providing the best possible 

service to me. 

 I have the right to request that Eye Physicians of Long Beach, a Medical Group, Inc. restrict how it uses or 

discloses my PHI to carry out TPO. However, this office is not required to agree to my requested restrictions; 

but, if it does, it is bound by this agreement. I hereby consent to the use of my Protected Health Information in 

the manner indicated in items one and two. No further consent is required, and this consent will remain effective 

until I request otherwise in writing.  

 

_________________________________________________                    __________________ 
Signature                                                                                                        Date  

 
 

Financial Responsibilities 

It is understood and agreed that I shall notify Eye Physicians of Long Beach, a Medical Group, Inc. of any 

change(s) in my insurance and that I shall be personally responsible for all costs incurred due to any charge(s) in 

the event that notification is not made. Many insurances, including Medicare, do not pay for refractions. If a 

refraction (the portion of the exam to determine the glasses prescription) is performed I understand I may be 

responsible for the cost. I authorize payment of benefits to Eye Physicians of Long Beach, a Medical Group, 

Inc. for medical services rendered. It is understood and agreed that any sum of money paid under this assignment 

shall be credited to my account and in the event the sum is insufficient to liquidate that said account then I shall 

be personally liable for the unpaid balance of the account. In the event of default, I may also be responsible for 

collection costs, a reasonable rate of interest, and/or reasonable attorney’s fees.  

 
_______________________________________________         _________________            
Signature                          Date  
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PRIVACY NOTICE 

 
Our Notice of Privacy Practice describes in more detail how your health information may be used or disclosed, and how 

you can access your information. I authorize EPLB to provide medical information and pertinent details of my medical 

history to the below personal representatives/individuals. If your designated personal representatives change, you must 

contact EPLB in writing to request the change. 

 
Spouse: __________________________________________________________________ 

Children: _________________________________________________________________ 

Siblings: __________________________________________________________________ 

Parent/Guardian: ___________________________________________________________ 

Caregiver/Nursing Home: ____________________________________________________ 

Other: ____________________________________________________________________ 

 
 
By signing, I acknowledge that I have read and fully understand this Notice of Privacy Practice. 
 
 
 
________________________________________________         _________________            
 Patient/Legal Guardian Name                       Date     
  
  
_________________________________________________     
Patient/Legal Guardian Signature               
  
  

 
 
 

*A personal representative as defined under the Health Insurance Portability and Accountability Act of 1996 (HIPAA) is any family member, friend 
or individual designated by the patient to whom the patient’s health information may be disclosed.  
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Medical HistoryPONMLKJIHGFEDCBA

B irth  D ateP atien t N am e

D O  Y O U  C U R R E N TLY  H A V E  A N Y  P R O B LE M S  IN  TH E  FO LLO W IN G  A R E A S ?  

C heck  Sj  Y es  boxes  on ly. No need  to check  □  No boxes.

EARS, NOSE; MOUTH^THROAT MUSCULOSKELETAL
Loss  of V is ion

Loss  of S ide  V is ion

D istorted  V is ion  or H alos

F luctuating  V is ion

F lashes

F loaters

E ye  P ain  or S oreness

L ight S ensitiv ity

D ouble  V is ion

C rossing  or D rifting  of E yes

R edness

D ischarge

Fore ign  B ody  S ensation

S andy  or G ritty  Feeling

D ryness

itch ing

B urn ing

E xcess  Tearing/W atering

G lare

S tyes

O ther_________________

H earing  D ifficu lty

R ing ing

V ertigo

S inus  C ongestion  
R unny  N ose  
P ost-N asa l D rip  
N osebleeds  
D ry  Throat/M outh  
H oarseness  
Jaw  C laud ica tion

Jo in t P ain  
Jo in t S w elling  
R edness  
M uscle  P ain  
M uscle  C ram ps

□  Yes
□  Yes
□  Yes
□  Yes
□  Yes
□  Yes
□  Yes
□  Yes
□  Yes
□  Yes
□  Yes
□  Yes
□  Yes
□  Yes
□  Yes
□  Yes
□  Yes
□  Yes
□  Yes
□  Yes

□ No □  Yes
□  Yes
□  Yes
□  Yes
□  Yes
□  Yes
□  Yes
□  Yes
□  Yes
□  Yes

□  No
□  No
□  No
□  No
□  No
□  No
□  No
□  No
□  No
□  No

□  Yes □ No
□  Yes □  No
□  Yes □  No
□  Yes □  No
□  Yes □  No

□ No

□ No

□ No

□ No

□  No
□  No NEUROLOGICAL

H eadaches

N um bness

T ing ling

W eakness

P ara lys is

Fa in ting

B lackouts

S lurred  S peech

□  Y es  □  N o

□  Y es  □  N o

□  Y es  G N o

□  Y es  □  N o

□  Y es  □  N o

□  Y es  G N o

□  Y es  G N o

□  Y es  □  N o

□ N o

□ N o

□ N o

CARDIOVASCULAR□ N o

□ N o C hest P ain  
P alp ita tions  
O ther_____

□  Y es  G N o

□  Y es  Q  N o□ N o

□ N o

RESPIRATORY□ N o

Cough
S hortness  of B reath  
W heezing

□ N o □  Y es  □  N o

□  Y es  □  N o

□  Y es  □  N o

PSYCHIATRIC
N o

A nxie ty  
D epression  
O ther____

□  Y es  □  N o

□  Y es  G N o
□  N o

GASTROINTESTINAL□ N o

□  N o S w allow ing  D ifficu lty

V om iting

H eartburn

D iarrhea

C onstipa tion

N ausea

□  Y es  G N o

□  Y es  G N o

□  Y es  G N o

□  Y es  G N o

□  Y es  G N o

ENDOCRINE
H eat In to lerance  
C old  in to le rance  
E xcessive  Thirst 
E xcessive  H unger

□  Y es  G  N o

□  Y es  □  N o

□  Y es  □  N o

□  Y es  G N o

CONSTITUTIONAL
Fever 
Fatigue  
W eight Loss  
W eight G ain

□  Y es  G N o

□  Y es  □  N o

□  Y es  □  N o

□  Y es  G N o

GENITOURINARY
U rinary  Frequency  
U rinary  P ain  or B lood

HEMATOLOGICALJ  Y es  □  N o □  Y es

□  Y es

□  N o

□  N o E asy  B ru is ing  
E asy  B leed ing  
B lood  Transfusions  
S w ollen  Lym ph  N odes  □  Y es  G N o

□  Y es  G N o

□  Y es  G  N o

□  Y es  G  N o

M alesSKIN
R ashes  or C olor C hanges  
itch ing  or D ryness  
H air or N ail C hanges

D ischarge  
Lesions  or M asses  

Fem ales

□  Y es  □  N o

□  Y es  □  N o

□  Y es  2N o

□  Y es

□  Y es

□  N o

□  N o

ALLERGYC urrently  P regnant 
B reast M asses

□  Y es

□  Y es

□  Y es

V agina l B leed ing/D ischargeG  Y es

□  N o

□  N o

□  N o

□  N o

S easona l A lle rg ies □  Y es  □  N o

B reast D ischarge

A dditiona l N otes/C om m ents:
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Medical Information

LPONMLKJIHGFEDCBAP atient's  N am e:_____________________________

D o  you  w ear g lasses  or contact lenses?  □  Y es  □  N o

B irth  D ate: L
If Y es, fo r how  long?

Please / if any of the following apply to you and the date it first occurred:

MEDICAL PROBLEMS
wm

(}Y j J; * n ? f e5;
sA

A izhe im ers

A rthritis

A sthm a/C O P D /B ronch itis

C ancer-type____________

D iabetes  - type__________

H igh  b lood  pressure

H epatitis /Jaund ice

H eart D isease

H ead  in ju ry

H !V  positive /A !D S

K idney  D isease

Lupus

M igra ine  H eadaches

□  Y es  ^N o

□  Y es  3N O

□  Y es  3N o

□  Y es  aNo

□  Y es  GNo

□  Y es  □  N o

□  Y es  GNo

□  Y es  G N o

□  Y es  GNo

□  Y es  G N o

□  Y es  G N o

□  Y es  G N o

□  Y es  G N o

R heum atic  Fever 

S arco idosis  

S eizures  

S troke

S yph iiis  / G onorrhea  

Thyro id  D isease  

Tubercu iosis

□  Y es  G N o

□  Y es  □  N o

□  Y es  □  N o

□  Y es  3No

□  Y es  3N o

□  Y es  G N o

□  Y es  □  N o

\7\ r|
X T

■SURGICAL HISTORY

H ave  you  had  general surgery?  □  Y es  □  N o  

Please list:

H ave  you  had  eye surgery?  □ Y es  □  N o  

Please list (including laser and lid surgery):
.y sjlpyswm if

A-Mi e:
£ l&X*

6 O

<isti

MEDICATIONS (Please List) FAMILY MEDICAL PROBLEMS 

Do any family members have: Please ✓  Relative IName snT f:f-/u

G laucom a

M acular D egeneration  

D iabetes

R etina ! D etachm ent 

C ataracts

A m biyop ia /S trab ism us  

O ther (lis t):

□  Y es  □  N o

□  Y es  □  N o

□  Y es  □  N o

□  Y es  □  N o

□  Y es  □  N o

□  Y es  G N o

A re  you  a lle rg ic  to  any  m edications, iod ine, la tex  or anesthesia?  

□  Y es  □  N o  If yes, p lease  lis t be low :

SOCIAL HISTORY
j A re  you  pregnant?  

j D o  you  sm oke?

[ D o  you  drink  a lcoho l?

j D o  you  drink  caffe ine?

□  Y es  □  N o

□  Y es  Q N o

□  Y es  □  N o

D o  you  requ ire  antib io tics  prio r to  denta l w ork  or surgery?  

□  Yes □  No

□  Y es  □  N o
5

Do you  use  illega l drugs? □  Y es  □  N oI
i

This is to certify , l, the understynod, consent to exam ination and trea tm ent. This in fo rm ation and any photoyrapns m ay be used fo r science 
and educat’o rta l purposes. ! hereby authorize E ye P hysic ians of Lon9 beach to re lease in fo rm ation to m y insurance carrie r, em ployer, 
re ferring physic ian , or other physic ian re yard ing m y trea tm ent and/or illness. 1 transfer assignm ent of &:i rny Insurance bonehts to eye 
P hysic ians uf Lony B each for serv ices, trea tm ent, supp lies or suryenes provideo by physic ians or sta ff. I understand tha t 1 A M  Res po n s ib l e 
£Q B _A tiy^.f:lQ U f;0_

(
fiO T_coyj^E D _3y_M Y _i_N syR A N C E _
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