
 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

CONTACT LENS CONSENT AND CONTACT LENS REGIMEN FORM 
 11662 N. Kendall Drive, Miami, Florida 33176| Phone: 305.279.6404 | Fax: 786-228-1536 

 

I understand that the FDA (U.S. Food & Drug Administration) regulates contact lenses because they are considered medical devices.   

Warning: Wearing your contacts past the recommended schedule will increase your risk for eye infections, which can potentially lead to vision loss. 
Wearing contacts can also lead to keratitis, or inflammation of the cornea. This is one of the most severe complications of the ocular surface that 
can lead to scarring the cornea and/or significant or complete vision loss. Contributing factors include, but are not limited to: smoking, previous eye 
injuries, previous eye surface conditions, trauma, poor hygiene or lens care, contact lens over wear, and/or contact lens products.  However, 
sleeping in your contacts, poses the greatest risk for complications. 
 
I understand that there are both benefits and risks to wearing contact lenses.  The benefits include improved vision, cosmetic appeal, and/or 
convenience.  I understand that proper usage and care of my contact lenses, lens care products, and lens cases are critical to safe wear of contact 
lenses.  I understand that serious damage to the eye, scarring of the cornea, and vision loss can result from problems associated with wearing contact 
lenses, improper lens care habits, and utilizing lens care products.  
 
Proper care for my contact lenses include, but is not limited to, proper contact lens and contact lens case care, adhering to my wearing schedule, 
replacement schedule, recommended solutions and products, and presenting my follow-up appointments and yearly eye examinations. I understand 
that failure to comply with the previous statements could result in damaging my eyes and/or in termination of contact lens wear by this office.  
 
I understand that it is possible for problems, including corneal ulcers, to rapidly develop and lead to vision loss.  I understand that if I experience any 
eye discomfort, sensitivity to light, burning, itching, excessive tearing, redness, decreased vision, pain, dryness, uncomfortable lens sensation, or 
any unusual eye secretions and symptoms to immediately remove my contact lenses and promptly contact this office. 
 
Additional information can be found on the FDA web site: https://www.fda.gov/medical-devices/consumer-products/contact-lenses 

I fully understand the risks and benefits of wearing contact lenses.  I agree to return for my follow-up visit whose main purpose is 
to ensure the safety of my eyes.  By signing this consent I agree to adhere to the contact lens instructions as stated above. 

 
 
SIGNATURE: ______________________________    PRINTED NAME: ____________________________   DATE: ______________ 
 

CONTACT LENSES:  
 Soft: ______________________________________ 
 Gas permeable: ______________________________ 

SOLUTION: 
 Optifree PureMoist  
 Biotrue 
 Renu 
 Clear Care 
 Boston 

REPLACEMENT SCHEDULE: 
 Daily 
 Weekly 
 Biweekly  
 Monthly  
 Yearly 

WEARING SCHEDULE: 
 4 hours 1st day, increase by 2 hours a day – MAX of 10-12 hours 
 Daily – MAX of 10-12 hours 
 Full time extended wear – up to _____ nights  

    There is a greater risk of infection when sleeping contacts 
    Not all contacts are FDA approved for extended wear 
    All eyes are not able to wear this modality even with optimal contacts 

CONTACT LENSES FOLLOW-UP 

 Follow up visits – 3 visits included (if needed) 
*Only within 30 days of initial eye exam.* 

*Fees may apply past 30 days. Only applies to finalizing a 
contact lens prescription and not diagnosing and/or treating a 
contact lens or medical infection* 

 Wear contacts to follow-up appointments 
(Unless experiencing any problems) 
 Only one set of diagnostic contacts 

provided 
 No diagnostic contacts will be provided 

after prescription has been finalized 

_____ Contact lens modification within 5 months, fees 
apply 

_____Contact lens changes after 5 months will require a            
NEW contact lens exam. 

Return to Clinic: ________________________ 
*A contact lens follow-up may be required before your 

prescription can be released to you.* 



 

o HANDLING, INSERTION, AND REMOVAL  
▪ Always WASH your hands thoroughly prior to handling contacts 
▪ Do not use soaps with fragrances or lotions – this will irritate and blur vision 
▪ Dry hands well  
▪ KEEP CONTACTS AWAY FROM WATER OR FROM WEARING THEM IN WATER (tap, 

pool, lake, hot tub, etc.)  
▪ Always start with the right eye – this will help you not mix up lenses 
▪ INSERT contacts prior to applying makeup and facial creams 
▪ Check the edge of the contact – edges folding inward=right way, edges flaring out 

= wrong way  
▪ INSPECT contact for any debris, eyelashes or tears prior to insertion 
▪ Hold eyelashes away from eyes with the middle finger (of your non-dominant 

hand) look only in one position while the contact is positioned on the forefinger (of 
your dominant hand) 

▪ Gently place the contact on the white of the eye without pressing it in 
▪ Blink frequently, but only gently, while contacts are settling on your eyes 
▪ TO REMOVE – WASH your hands, look up, use the middle finger (of your non-

dominant hand) & with minimal force slide contact down onto the white of the eye, & gently pull off with the 
cushions of index finger and thumb (of your dominant hand).  Long fingernails can make insertion, removal, & 
cleaning of contacts difficult as well as damage them 

▪ Follow the recommended contact lens solution instructions for the proper method and time needed to disinfect 
▪ To watch a video about contact lens insertion, removal, and hygiene tips, follow this link for a video: 

https://www.youtube.com/watch?v=wuthmje2zuy&themerefresh=1  

o CARE & MAINTENANCE OF CONTACTS  
▪ RUB AND RINSE contacts with your solution for 10-15 seconds before disinfecting lenses  
▪ Never share contacts 
▪ Never use saline, water, saliva or any other liquid to disinfect your contacts except for the prescribed solution 
▪ Always use FRESH SOLUTION daily and never top-off or only add to the remaining solutions in the wells  
▪ Daily rinse your lenses case with solution –change your lens case at least every 1-3 months 
▪ If there is a tear in your contact – throw it out- wearing it may damage your eye  
▪ Avoid harmful or irritating vapors while wearing your contacts 
▪ Do not utilize drops, solutions, or medications in your eyes unless directed by your doctor, since they may 

damage your lenses and irritate your eyes 
▪ You may use prescribed rewetting drops with your contacts 
▪ Be aware that hot or windy environmental conditions may dry out your contacts 
▪ Do not use Visine or any other product to “take the red out” if you have a contact lens related red eye 
▪ No sleeping, showering, using the hot tub, or swimming with contacts – unless other recommendations have 

been specifically made for you  

o IMPORTANCE OF FOLLOW-UPS   
▪ Usually scheduled within one-two week(s) after your initial contact lens fit 
▪ Your eye health, comfort, and vision are evaluated before a lens is finalized and you are given a prescription or 

before you can place an order for contact lenses. 
▪ Regardless of where you purchase contacts, your wearing schedule, solution, replacement schedule, care 

regimen, follow-up & exams remain the same. 

ALL CONTACT LENS PATIENTS ARE RESPONSIBLE FOR SCHEDULING AND COMING IN FOR A CONTACT LENS FOLLOW-UP 
WITHIN 30 DAYS OF THE EXAM OR ADDITIONAL FEES MAY APPLY 

 

 
SIGNATURE: ___________________________________________________________                               DATE: _____________ 

TACO TEST 

Place contact in the crease 
of your hand and gently 
squeeze hand. 

*If edges COME TOGETHER 
(like a taco) = contact is in 
CORRECT positon  
*if edges DO NOT COME 
TOGETHER – contact is 
inside out 

INVERT LENS PRIOR TO 
INSERTION 


