Welcome to our Office!

We take great pride in providing excellent care and service to our patients.  Our entire team is dedicated to making your visit comfortable.  We want every visit to our office to be pleasant and informative.


For your convenience, we have listed the answers to the most frequently asked questions about our office guidelines.  We look forward to caring for you and your family.

Office Hours:  

Our office hours are 8:00 am to 5:30 pm Tuesday – Thursday and alternating Mondays and Fridays.  We are closed from 12:00 – 1:00 pm every day.

Appointments:  

Once appointments are scheduled, they will be considered RESERVED and CONFIRMED.  Our practice is dedicated to quality care and exceptional service.  We respect the importance of your time and we will work very hard to schedule appointments that accommodate the busy scheduling needs of all our patients.  If you find that you must change your appointment, we require a minimum of 24 hours so that we may accommodate another patient.  If appointments are not cancelled or you don’t show up for your appointment we reserve the right to charge a no cancellation/no show fee.  Thank you for your cooperation allowing us to serve all of our patients.
Remake/Recheck Policy:

If you purchased your glasses from us we will remake your glasses one time if you are having difficulty adjusting to your prescription.  After that a refund for the price of the glasses will be issued.  WE DO NOT REFUND FOR SERVICES RENDERED (exam or office visit).  We will gladly recheck your prescription if you feel that it is not right.  We will not charge for the first recheck but reserve the right to charge for each additional recheck.  Rechecks must be made within 1 month of receiving your glasses / contact lenses.


We DO NOT refund if you decide that you do not like the frame you picked out or if you feel that it does not fit correctly.  You have the opportunity in our office to pick out the frame of your choice and to work with one of our staff to ensure a proper fit before the order is placed.  Once the order has been placed it is considered final and no changes to that order can be made.
Glasses Adjustment Policy:

We will gladly adjust your glasses but CANNOT be held responsible if they break during normal adjustment.
Contact Lens Policy:

We will gladly fit patients with contact lenses once the doctor has determined that the patient is a good candidate for them.  If a patient has never worn contact lenses before, it is our policy that everyone learns insertion and removal of the contact lenses before they are allowed to leave the office with them.  If this cannot be done, the patient cannot leave the office with the contacts but may reschedule at another time to try again.  For patients under 18 years of age:  we ask that parents remain in the waiting area during instruction of contact lens insertion and removal.  This policy is implemented to reduce anxiety and keep attention focused on the technician training the patient on the proper technique.
Optical Measurements Policy:


For liability reasons we DO NOT give out any measurements taken during the fitting of frames or lenses.  If you need your PD to order frames online most websites will give you instructions on how to take your own PD.  

It is our goal to have a clear, open line of communication with you and your family about vision care.  If there is ever a question about a procedure, any of our staff will be happy to help you.  Again, welcome to our office.  We look forward to a great relationship with you and your family!


Sincerely,


Dr. Monie Clifton & Staff
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ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
*You may refuse to sign this acknowledgement
I have received a copy of this office’s Notice of Privacy Practices.

(HIPAA Policy available as brochure to every patient)
_______________________________________________
Please print your name / Please print your child’s name

_________________________________________________________
Signature

___________________________________________________________
Date

___________________________________________________________
Name(s) of the Individual(s), family member(s), we may release information to

_____________________________________________________________________________________________
ACKNOWLEDGEMENT OF WELCOME FORM & FINANACIAL POLICIES
(Copies are available upon request)
I have read a copy of this office’s policies.
_________________________________________


____________________________________

Please print your name





Signature / Date

For Office Use Only

*We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained because:  

· Individual refused to sign

· Communications barriers prohibited obtaining the acknowledgement

· An emergency situation prevented us from obtaining acknowledgement

· Other (Please Specify) _________________________________________
PROFESSIONAL EYECARE CORPORATION

439 Channel Road #103 ~ Lake Wylie, Sc  29710 ~ 803-746-7711

www.lakewylieeye.com


