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Please list any family members or other individuals whom we may inform about your medical 
condition, diagnosis, treatment and payment.  These individuals may also pick up any materials 
on your behalf. _________________________________________________________________ 

	 	   _________________________________________________________________ 

Date __________________________ 

Patient Name (Please Print) _____________________________ 

Patient/Legal Guardian’s Signature ______________________________ 

Cullison Eye Care is pleased to provide the Optomap retinal imaging and iWellness scan as part 
of your comprehensive eye exam.  The Optomap and iWellness enhance your exam by 
producing both a detailed picture of the back of your eye and a non-invasive scan of the layers 
beneath your retina without sacrificing your time or comfort.  For this reason, the doctors highly 
recommend this state-of-the-art technology to assess the health of your eyes.  Should you 
decline this option, you may still opt to have your eyes dilated in order to achieve a more 
comprehensive exam.  Dilation involves the use of eye drops to enlarge your pupil to obtain an 
adequate view of your retina.  Side effects of eye dilation may include light sensitivity and blurry 
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vision, especially at near distances.  Occasionally, dilation will be performed in addition to the 
Optomap if eye pathology is suspected. 

❑  I choose to have the Optomap photo & iWellness scan (additional $49 fee). 

❑  I choose to have my eyes dilated (no additional fee). 

❑  I decline both the Optomap photo and eye dilation. 

Patient Signature ________________________________ 


