
Contact Lens Policy 

Contact Lens Examination and Fitting: At your request, today’s examination will include a 
contact lens fitting, which will be charged in addition to your routine eye exam. A contact lens is 

a medical device in contact with the tissue of your eye; therefore, it must fit appropriately to 

maintain the health of your eyes. A contact lens prescription can only be determined by the 

careful observation of the lens on the eye and the eye’s response to the lens on subsequent 
follow-up visits. Since follow-up care is essential, it is your responsibility to keep all 

appointments and follow all lens care instructions and wearing schedules. 

As part of the contact lens fitting we will evaluate your corneal measurements and dispense trial 

contact lenses for you to try. If you are a current contact lens wearer we will evaluate their 

performance and make any necessary changes. 

Payment for fitting (or refitting) is due at the time of your initial visit and is non-refundable. This 

fee covers the fitting of the lenses, trial contact lenses, and instructions on proper care and 

wearing of the lenses. We do not bill this fee to vision insurance in order for you to receive the 

most out of your contact allowance.  

Payment for contact lenses is due half on ordering and the other half upon delivery of the lenses. 

Unopened boxes of disposable lenses purchased from Advanced Sight Center may be returned 

for credit within 30 days. THERE IS NO REFUND OR EXCHANGING ON OPENED BOXES. 

Fitting Fees: 

New patient or new lens wearer, Spherical $100.00 

New patient or new lens wearer, toric/bifocal $125.00 

Established patient, existing wearer, Spherical, toric/bifocal $40.00 

 

I have read and understand the above terms and conditions and understand the importance of 

following all directions, caring for my lenses as instructed and returning for all recommended 

follow-up examinations. Additionally. I understand that I am responsible for all fitting fees and 

that they will not be billed to my insurance by Advanced Sight Center. 

 

_____________________________________________  ______________________ 

Patient Signature / Guardian      Date 

 

_____________________________________________  _______________________ 

Advanced Sight Center Employee     Date 


