
Additional Testing

At Repko Family Vision we take your eye health seriously. We now offer two different types of optional tests that can 
help us in the early detection of eye disease. 

We recommend these scans and photos if you have any family history of diseases. 

Having a baseline scan/photo can also help in the case of future diagnosis. 

Many people like photos at regular intervals to keep track of their ocular health.

*Please note, insurance will only cover these tests if an ocular problem is noted during the exam.

______ iWellness Exam™ and Retinal Photography $30.00

Seperately, each screener is $20.00

______ iWellness Exam™

______ Retinal Photography

                     Signature: __________________________________

Privacy Practice Acknowledgment & Financial Responsibility 

I have read Repko Family Vision Center Privacy Notice. I understand how my medical information may be used, and 
how I can access this information. I also understand under what conditions, it may be disclosed. By signing below, I 
authorize Repko Family Vision Center to release my information to my Primary Care Doctor and any specialist I may be 
referred to, as well as the following individuals:

Please list anyone we can communicate with (including family members) regarding appointments, test results, 
medical information, picking up glasses/contact lenses, etc.

____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________

I understand professional fees are due at the time services are rendered, and I will be billed in the event that the 

balance I will have a interest charge to the amount and your bill could then be sent to collections.

*There will be a $25.00 charge for any returned checks.

**Refunds are available for glasses and contact materials only, no refund will be given for any professional service 

By signing below, you agree and understand the statements above and that you acknowledge responsibility for paying 
any balances owed.

____________________________________________________                                                        ____________________________

Signature of Patient or Personal Representative                                               Date


