
AM I A CANDIDATE?
If you are nearsighted, farsighted, or have 

astigmatism, your world is most likely blurry and 
fuzzy without glasses or contacts. Laser Vision 
Correction can help to make your world clear. 
The experience and expertise of Dr. Shawn 
Parker and the clinical staff at  EYE CARE Special-
ists, will ensure that you make an informed deci-
sion about your vision correction. 

Nearsightedness, or myopia, occurs when 
the curve at the front portion of the eye, the cor-
nea, is too steep or the length of the eyeball is 
too long resulting in blurry images at a distance. 
Farsightedness, or hyperopia, occurs when the 
curvature of the cornea is too flat or the length of 
the eyeball is too short resulting in blurry vision. 
Astigmatism is blurry vision due to an oblong 
shaped cornea. 

In general, the ideal candidate for LASIK is 
between the ages of 18 and 55, with stable 
vision and healthy corneas. Although this is the 
optimal age range, we have performed the pro-
cedure on patients that are older under certain 
circumstances. 

WILL I STILL NEED GLASSES?
Presbyopia is the decreased ability to focus 

at near. The progressive loss of the focusing 
ability of the lens is due to the natural processes 
of aging. Presbyopia usually begins around the 
age of 40 and is commonly corrected by the use

WILL I STILL NEED GLASSES?
(CONTINUED)
of reading glasses or bifocals. Patients with 
myopia or hyperopia should realize that LASIK 
will not eliminate the potential need for read-
ing glasses when reaching middle age. Some 
patients choose monovision as a solution where 
one eye is corrected for distance while the other 
eye is used for reading. Others may have LASIK 
to eliminate bifocals, prescription glasses, or 
contacts full-time, but recognize that they will 
need reading glasses for near vision.

WHAT FACTORS MAY AFFECT MY 
CANDIDACY?

Certain medical conditions such as dry eye, 
autoimmune diseases, or diabetes can affect 
candidacy.  However, these conditions do not 
exclude you as a candidate for laser vision cor-
rection. Through a complimentary pre-screening 
we can determine if LASIK would be an option.

Vision changes may be associated with preg-
nancy. As a result, female patients should wait 
three months after pregnancy and/or nursing 
for a LASIK evaluation. 

Please contact our office for a free consul-
tation to determine if LASIK is right for you at 
573.ÓÇ£°Ó£Çn or 866.DR LASIK.

Visit www.lasik4me.co for more extensive 
information about Dr. Parker and our advanced 
iLASIK laser technology.

Is LASIK Right For Me?
Factors Which May Affect LASIK Candidacy
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EXPERIENCE:
Dr. Shawn Parker, M.D., F.A.C.S. 

was the first surgeon to perform 
LASIK in this area. Dr. Parker is 
a board-certified and fellowship-
trained corneal and refractive sur-
geon. Fellowship medical train-
ing involves completing an 
additional year of intense 
study and clinical practicum 
in one’s chosen field of expertise. General oph-
thalmologists performing LASIK have often only 
taken a weekend certification course to become 
eligible to perform LASIK. Dr. Parker specializes 
in refractive surgery.

After his undergraduate training at the Univer-
sity of Louisville, where he served as chief resident 
in ophthalmology, Dr. Parker pursued his fellow-
ship training at Corneal Consultants of Indiana. 
Through his association with Corneal Consultants, 
Dr. Parker was a sub-investigator in clinical trials 
involving vision correction with the LASIK proce-
dure. In addition, Dr. Parker has coauthored med-
ical journal articles about vision correction and 
corneal surgical procedures. He has served as 
an instructor at national ophthalmology meetings 
and is a member of the American Academy of 
Ophthalmology, the American Society of Cata-
ract and Refractive Surgery, The Corneal Society, 
a Fellow of the American College of Surgeons, 
and a diplomate of the National Board of Medi-
cal Examiners.

PROVEN RESULTS:
Dr. Parker is considered a “surgeon’s surgeon.” 

Over 400 of his fellow surgeons, physicians, and 
health care professionals have selected him to 
perform their procedures. Thousands of others 
have realized the benefits of laser vision correc-
tion by Dr. Parker, including Bobbi Ann Mason, 
formerly of K103, and Amy Jacquin, formerly of 
KFVS.

Bobbi Ann Mason says LASIK has 
changed her life! “It’s incredible! I 
can actually read the clock on the 
stove from across the room, see my 
alarm clock in the morning, read bill-
boards and signs! I walked into  EYE 

CARE Specialists dependent on glasses and con-
tacts and the moment my LASIK procedure was 
complete I noticed a difference.”

According to Amy Jacquin, “Even 
though LASIK has become more 
common, my eyesight is way too pre-
cious to gamble with. I thoroughly 
researched the physicians offering 
the procedure, and only one came 

out on top in every way: Dr. Shawn Parker.”

Visit www.lasik4me.co to view a “get to 
know” interview with Dr. Parker and more testi-
monials from Dr. Parker’s past patients.

Why Dr. Shawn Parker?
Factors To Consider When Caring For Your Special Eyes
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Why  EYE CARE Specialists?
Factors To Consider When Caring For Your Special Eyes

SUPERIOR TECHNOLOGY:

THE “i” IN iLASIK IS YOU! 
The iLASIK procedure is entirely based on your 

individual vision dynamics, so it’s all about YOU!

The technology used for iLASIK is very mature 
and very safe. In fact, all branches of the US mili-
tary and NASA allow LASIK due to clinical stud-
ies using the iLASIK technology.

iLASIK couples the VISX™ CustomVue Wave-
Scan System with the IntraLase FS (femtosecond) 
laser and VISX™ Star S4 IR ActiveTrak excimer 
laser. By having our equipment inhouse, we have 
complete control of how the intricate equipment 
and lasers are maintained and the conditions they 
are housed under to ensure optimal performance. 
Some practices contract or rent a laser for their 
procedure days and have a technician who has 
been trained “on-the-job” to oversee the basics of 
the excimer laser. The laser engineer at  EYE CARE 
Specialists, however, has had the same training as 
the certified VISX field service engineers. Having 
this onsite experience and knowledge ensures 
optimal laser performance and maintenance 
providing a level of quality assurance as well as 
impacting the uniformity of our results.

PERSONAL CARE:

The patient comes first! Every patient is seen 
by Dr. Parker beginning with their first visit. Your 
pre-operative exam, surgery, and post-operative 
exams are performed by Dr. Parker*.  Dr. Parker 
personally interprets and completes all diagnostic 
testing resulting in data used to program the laser.  
(*Many local optometrists collaborate with Dr. Parker to 
meet the post-operative needs of their patients.)

EYE CARE Specialists has two main locations 
and four statellite locations. Since the WaveScan 
equipment used to obtain your measurements and 
the lasers for your LASIK sugery are extremely 
delicate and precise, we only perform pre-opera-
tive exams and procedures at our main office in  
Cape Girardeau. However, Dr. Parker also sees 
patients for Free Screenings and post-operative 
visits in Marion and Carbondale.

Dr. Brad Stuckenschneider is available for Free 
Screenings and post-operative visits at our Poplar 
Bluff and Piedmont locations. 

For your convenience, an overnight stay is pro-
vided for patients residing more than 50 miles 
from our office. This alleviates travel for your pre- 
and post-operative appointments and surgery.

Why EYE CARE Specialists?
Factors To Consider When Caring For Your Special Eyes
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HOW MUCH DOES iLASIK COST?
The iLASIK procedure utilizes the most advanced, 
two-laser approach coupling the CustomVue 
WaveScan measurements with the IntraLase 
laser-created corneal flap and VISX™ Star S4 IR 
ActiveTrak excimer laser treatment. 

Procedure Per Eye Both Eyes
iLASIK All-Laser LASIK $2250 $4500

WHAT DOES THE FEE INCLUDE?
4 Patient education and complete work-up 

examination including corneal mapping and 
pachymetry

4 Physician’s fees and laser usage 

4 Complete follow-up care for one year (post-
operative exams at 1-day, 1-week, 1-month, 
3-months, 6-months and 1-year).

4 Any Retreatments for up to 2 years after your 
original iLASIK procedure. Enhancements, tou-
chups beyond the 2-year retreatment period, 
DO incur an exam fee and reduced surgical fee.

IS iLASIK COVERED BY INSURANCE?
iLASIK is considered an elective procedure and 
typically is not covered by most insurance poli-
cies, thus we do not file with insurance. However, 
we do offer discounts for some insurance policies 
(see next column). The full procedure amount is 
due the day of surgery. You will receive a receipt 
and superbill with the procedure code detail if 
you wish to file with your insurance company.

DO YOU OFFER DISCOUNTS? 
The chart below depicts discounts we offer. Only 
one discount is applicable per patient. 

Members Of: Per Eye Both Eyes
VSP, 
Þi�i`]ÊBlueCross BlueShield, 
or Farm Bureau Insurance $150 $300

Multiple Related Patients* $150 $300
*Discount eligible for spouse, child, parent, or sibling of the person who
previously had LASIK by Dr. Parker

IS FINANCING AVAILABLE?
EYE CARE Specialists offers a variety of payment 
options: 

4 Cash, Check, or Money Order

4 Visa, MasterCard, or Discover 

4 Procedure Financing Plan through CareCredit 
with payments as low as $1£x per month

See the enclosed brochure, CareCredit, for more information on 
financing or visit www.lasik4me.co to calculate your monthly 
payment and apply online.

WHAT ABOUT FLEX PLANS?
Take advantage of tax savings through Flexible 
Spending Accounts, Health Savings Accounts, or 
Cafeteria Plans that may be offered through your 
employer. These plans can save you hundreds of 
dollars in taxes. 

Visit www.lasik4me.co to view a savings exam-
ple utilizing an employee health savings plan.  

Is iLASIK Affordable?
iLASIK Pricing and Payment Options
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STEP 1: 
MEASUREMENTS

CustomVue Measurements
UÊiLASIK uses CustomVue

WaveScan measurements to
determine the individual char-
acteristics of your eyes.

UÊCustomVue measurements
essentially take a “fingerprint”
of your eye which is 25 times
more detailed than what can
be achieved with standard
LASIK measurements or your
glasses and contacts. This
also leads to less post-opera-
tive nighttime glare and halo.

UÊOn rare occasions, Dr. Parker
uses standard measurements
due to a complex prescription
or the unique anatomy of the
eye to allow for the most opti-
mal visual results.

STEP 2:  
FLAP CREATION

IntraLase Laser-Created 
Corneal Flap
UÊThe IntraLase method of

iLASIK, which is a 100%
blade-free approach, uses
tiny, ultra-precise pulses of
laser light to gently separate
a thin layer of the cornea in
preparation for treatment by
the excimer laser.

UÊThe IntraLase FS (femtosec-
ond) laser allows Dr. Parker
to customize the flap to the
unique shape of your cornea.

UÊThe FS laser creates an opti-
mal surface below the flap,
reducing flap complications,
improving the healing pro-
cess, and enhancing visual
outcomes.

STEP 3:  
VISION CORRECTION

VISX Star S4 IR ActiveTrak 
Excimer Laser Treatment
UÊDr. Parker uses the scans and

measurements taken at your
dilated pre-operative exam
in Step 1 to develop your
individualized laser treat-
ment plan for the iLASIK VISX
excimer laser.

UÊDr. Parker folds back the cor-
neal flap from Step 2 to allow
the laser to reshape the sur-
face of the cornea to conform
to your prescription, thus cor-
recting your vision.

UÊAfter the excimer laser
has reshaped the cornea,
Dr. Parker repositions the cor-
neal flap where it naturally
adheres to the eye.

It is easy to become overwhelmed when researching the varying technologies available for the LASIK 
procedure. We find it is easiest to look at the procedure in three steps:  1) How we obtain your measure-
ments;  2) How we create the corneal flap for treatment;  3) How we correct the vision.  

The iLASIK Procedure
The Two-Laser Approach to the iLASIK Procedure
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DETERMINE CANDIDACY
The first step is to determine if you are a good 

candidate for iLASIK. EYE CARE Specialists offers a 
complimentary pre-screening. At this 45 minute to 
1 hour appointment, we will test your prescription, 
take some measurements, and you will meet with 
Dr. Parker and our iLASIK Patient Care Team to 
answer any questions.

FULL DILATED EXAM
If you are a candidate for the iLASIK proce-

dure, your next step will be a full dilated exam. 
This exam is typically within six weeks of your 
procedure date. Since contacts change the natu-
ral shape of your cornea, you will need to discon-
tinue your contacts prior to the dilated exam and 
until the procedure. Discontinue wearing con-
tacts two weeks prior to this exam for soft contact 
lenses, three weeks for toric lenses, and four to six 
weeks for hard or gas permeable lenses. At this 
1 1/2 to 2 hour exam, we will dilate your eyes 
and take measurements for your procedure. We 
recommend you bring a driver to this exam since 
your eyes will be sensitive to light after dilation. 

At this appointment, you will receive your pre-
operative packet. This packet includes your sur-
gery time, post-operative instructions, and pre-
scriptions for antibiotic drops, steroid drops, and 
sleeping pills. The prescriptions should be filled 
prior to your procedure. You will also need to 

FULL-DILATED EXAM…(CONTINUED) 
purchase preservative-free artificial tears. You will 
need to bring your drops to the office the day of 
your procedure. You will also have the opportu-
nity to discuss our financing and payment options 
through CareCredit Healthcare Financing.

THE iLASIK PROCEDURE
The day of your procedure you should wear no 

cologne, perfume, make-up, or hair products. We 
provide refreshments for you and your driver, and 
you will receive a 5 mg Valium to ensure you are 
comfortable and relaxed for the procedure. 

The actual iLASIK procedure only takes about 
20 minutes. After the procedure, you will rest 
your eyes for about 20 to 30 minutes and then 
Dr. Parker will re-examine your eyes. Although 
you are only in our office for about an hour, you 
should plan to have the entire day to relax, take 
a 2-3 hour nap, and limit your activities. Our Fri-
day iLASIK schedule facilitates a postoperative 
exam on Saturday morning, thus reducing time 
off from work. You can resume most activities the 
day following your procedure and typically return 
to work on Monday.

You will be wearing clear shields after your 
procedure. These should be worn until you wake 
up the next morning and then for the next four 
nights while you sleep.

The Procedure Process
The iLASIK Procedure From Start To Finish
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PROCEDURE DAY
After your procedure you should go home, take 

the first of the two Restoril prescription sleeping 
pills and take a 2-3 hour nap. The clear shields 
you are given after the procedure need to be worn 
until you wake up the following morning. After 
your nap, you will use a series of three drops: pre-
servative-free artificial tears, prednisolone acetate 
(steroid) prescription drops, and Gatifloxacin (anti-
biotic) prescription drops. Do not pull on the upper 
lid to insert drops, instead, create a pocket with 
your lower lid and place one drop in each eye. 
Use the drops as instructed in your pre-op packet 
and wait five minutes between each set of drops.

If you have trouble instilling drops in your eyes, 
you may refrigerate the drops so you can feel them 
enter the eye. Visit lasik4me.co for a video with 
tips on using eye drops. 

RESTRICTIONS
You should avoid eye straining activities such 

as cell phones, computer work, or reading for the 
first 24 hours. Avoid getting water in your eyes 
for one week. When showering, keep your eyes 
closed, aim the flow of water lower than your 
eyes, and when washing hair, rinse so the water 
runs down the back of your head. Gently pat-
wash with a clean cloth around the eyes.

No eye makeup or mascara should be worn 
for one week after surgery. After one week, you 
may wear  makeup  that is  easily  removed  with 
soap  and  water.  No  swimming,  tanning  bed, 

RESTRICTIONS…(CONTINUED)
motorcycling, or horseback riding for two weeks 
after your procedure.

Do not rub or push on your eye. Wear safety 
or sports goggles when participating in contact 
sports or doing work in which foreign matter may 
get into your eyes. Avoid getting dust and dirt in 
the eye. If dust does get into the eye, use preser-
vative-free artificial tears to flush it out. If going 
out in windy conditions, wear sunglasses.

HEALING PERIOD
The first day after surgery, the eye may be red, 

sensitive to touch, scratchy, and light sensitive. 
Use preservative-free artificial tears as needed 
and your prescription drops as instructed and this 
will subside as your eye heals. You will need to 
sleep in your clear shields for 4 nights.

Vision may be slightly blurry after surgery 
and quality of vision may fluctuate. This usually 
improves over 2-3 weeks as the eye heals.

POST-OPERATIVE CHECK-UPS
When scheduling your iLASIK procedure, keep 

in mind you will need six post-operative appoint-
ments within the next year. These appointments 
include: 1-day, 1-week, 1-month, 3-months, 
6-months, and 1-year. You may schedule these
appointments with Dr. Parker or with many of the
optometrists who co-manage patient care with our
office. If you follow-up with your optometrist, there
is no additional cost to you.

Post LASIK Care
Caring For Your Eye After iLASIK
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Patient Information Sheet

VISX® Wavefront-Guided LASIK for Correction of Myopic Astigmatism (CustomVue™ LASIK Laser Treatment)

Statements regarding the potential benefits of wavefront-guided LASIK (CustomVue) are based 

upon the results of a clinical trial. These results are indicative of not only the CustomVue 

treatment but also the care of the clinical physicians, the control of the surgical environment 

by those physicians, the clinical trial’s treatment parameters and the clinical trial’s patient 

inclusion and exclusion criteria. Although many clinical trial patients after the CustomVue 

procedure saw 20/20 or better and/or had or reported having better vision during the day and at 

night, compared to their vision with glasses or contact lenses before the procedure, your results 

may vary. You can find information about the clinical trial below and in the CustomVue Patient 
Information Booklet.

Only an eye care professional trained in laser vision correction can determine whether you are 

a suitable candidate for the CustomVue procedure. As with any surgical procedure, there are 

risks associated with the CustomVue treatment. Before deciding whether to have the CustomVue 

procedure, you should ask your doctor for and carefully review the Patient Information Booklet. 
It is important to discuss the risks associated with the procedure and any questions you may 

have about the procedure with your doctor.

WAVEFRONT-GUIDED LASIK INDICATIONS AND INTENDED USES:

The VISX STAR S4™ Excimer Laser System and WaveScan WaveFront® System are approved to perform wavefront-guided 
laser assisted in-situ keratomileusis (LASIK) treatments for the reduction or elimination of myopic astigmatism up to -6.00 
D MRSE, with cylinder between 0.00 and -3.00 D in patients 21 years of age or older; and in patients with documented evi-
dence of a change in manifest refraction of no more than 0.50 D (in both cylinder and sphere components) for at least one 
year prior to the date of pre-operative examination. Note that the complete name for this ophthalmic laser is “STAR S4™ 
ActiveTrak® Excimer Laser System for wavefront-guided laser assisted in-situ keratomileusis (LASIK) treatments of myopic 
astigmatism up to -6.00 D MRSE, with cylinder between 0.00 and -3.00 D.” An acceptable alternate version of this official 
name is “wavefront-guided LASIK for correction of myopic astigmatism.

”Wavefront-guided LASIK is an elective procedure with the alternatives including but not limited to eyeglasses, con-
tact lenses, photorefractive keratectomy (PRK), conventional LASIK, and other refractive surgeries. Approval of the 
application is based on a clinical trial of 351 eyes (189 primary and 162 secondary). Of all eyes treated, 318 were evaluated 
for effectiveness with 98.8% accountability at 3 months, 277 eyes with 96.9% accountability at 6 months, 102 eyes with 
95.3% accountability at 9 months, and 86 eyes with 95.6% accountability at 12 months. The studies found that of the 277 
eyes eligible for the uncorrected visual acuity (UCVA) analysis of effectiveness at 6 months, 100% were corrected to 20/40 
or better, and 95.8% were corrected to 20/20 or better in 71 spherical myopia eyes; and 99.5% were corrected to 20/40 or 
better, and 93.2% were corrected to 20/20 or better in 206 astigmatic myopia eyes.

The study showed that at the 3 month stability time point: there was a loss of 2 lines of best corrected vision that can be 
obtained with spectacles in 1 of 239 astigmatic myopia eyes and there was no loss of 2 lines of best corrected vision in 79 
spherical myopia eyes; there was 1 of 239 astigmatic myopia eyes with best spectacle corrected visual acuity (BSCVA) 
worse than 20/25 and none in 79 spherical myopia eyes with BSCVA worse than 20/25. During the course of study, no eye 
lost >2 lines of BSCVA and no eye had a BSCVA worse than 20/40.



CONTRAINDICATIONS:

Wavefront-guided LASIK is contraindicated in patients with collagen vascular, autoimmune or immunodeficiency disease, 
signs of keratoconus or abnormal corneal topography, patients taking isotretinoin (Accutane®*) or amiodarone hydrochlo-
ride (Cordarone®**) or are pregnant or nursing.

WARNINGS:

Wavefront-guided LASIK is not recommended in patients who have diabetes, a history of Herpes simplex or Herpes 
zoster keratitis, significant dry eye that is unresponsive to treatment, or severe allergies. Lower uncorrected visual acuity 
may be anticipated in the treatment of higher degrees of myopia with and without astigmatism (>-5.0 D MRSE).

PRECAUTIONS:

The safety and effectiveness of wavefront-guided LASIK surgery has ONLY been established with an optical zone of 6mm 
and an ablation zone of 8mm. Long term risks of wavefront-guided LASIK for myopic astigmatism beyond 12 months 
have not been studied. The safety and effectiveness of STAR S4 Excimer Laser System have NOT been established for 
wavefront-guided surgery in patients: whose WaveScan®-measured pupil size is less than 6mm; for treatments greater 
than -6 diopters of MRSE or with greater than 3 diopters of astigmatism and for retreatment with CustomVue LASIK.

Although the WaveScan WaveFront System measures the refractive error and wavefront aberrations of the human eyes, 
including myopia, hyperopia, astigmatism, coma, spherical aberration, trefoil, and other higher order aberrations through 
sixth order, in the clinical study for this PMA, the average higher order aberration did not decrease after CustomVue treat-
ment.

It is possible, after wavefront-guided LASIK treatment, that patients will find it more difficult than usual to see in conditions 
such as very dim light, rain, snow, fog, or glare from bright lights at night. Visual performance possibly could be worsened 
by large pupil sizes or decentered pupils. Pupil size should be evaluated under mesopic illumination conditions.

ADVERSE EVENTS AND COMPLICATIONS:

The clinical trial showed that the following adverse events or complications occurred in at least 1% of the 351 eyes at any 
interval up to 6 months post-treatment: inflammation of the cornea under the flap (1.4%); double or ghost images (1.4%); 
and scratch on the surface of the eye (1.4%).

The following subjective symptoms frequency rated “often or always” were increased in the effectiveness cohort at 6 
months post-treatment on 258 eyes compared with pre-treatment on 332 eyes: dryness (9% vs. 6%); fluctuation of vision 
(3% vs. 2%); glare (4% vs. 2%) and halos (7% vs. 5%).*

* Accutane® is a registered trademark of Hoffmann-La Roche Inc.
** Cordarone® is a registered trademark of Sanofi-Synthelabo, Inc.

        © May 2003 VISX USA, Inc. 



S Mt Auburn Rd

S Mt Auburn Rd

W
illi

am
/R

ou
te

 K

H

Di
re

cti
on

s T
o:

 Ey
e C

ar
e S

pe
cia

list
s

36
0 S

. M
ou

nt 
Au

bu
rn

 Ro
ad

Ca
pe

 G
ira

rd
ea

u, 
MO

  6
37

01
xÇ

Î�
ÎÎ

x�
Îx

ÇÇ
ÊÊU

ÊÊn
ÈÈ

��
,Ê

��
-�

�
Ü

Ü
Ü

°�>
Ã�

�{
�

i°
V�

IL
M

O

N S

E
W

F

Fr
om

 I5
5 

No
rt

h…
Ta

ke
 E

xi
t 

96
, 

tu
rn

 L
EF

T 
on

to
 R

ou
te

 K
 /

 W
ill

ia
m

,  
Tu

rn
 R

IG
H

T 
at

 th
e 

M
t. 

Au
bu

rn
 s

to
p 

lig
ht

Fr
om

 I5
5 

So
ut

h…
Ta

ke
 E

xi
t 9

5,
 tu

rn
 R

IG
H

T 
on

to
 7

4 
/ 

Sh
aw

ne
e 

Pk
w

y,
 

tu
rn

 LE
FT

 a
t t

he
 M

t. 
Au

bu
rn

 s
to

p 
lig

ht

Fr
om

 Il
lin

ois
 R

ou
te

 1
46

…
C

om
e 

ac
ro

ss
 th

e 
Bi

ll 
Em

er
so

n 
Br

id
ge

 a
nd

 s
ta

y 
on

 th
is 

hi
gh

w
ay

 u
nt

il 
th

e 
M

t. 
Au

bu
rn

 s
to

p 
lig

ht
, t

ur
n 

RI
G

H
T



PATIENT INFORMATION 

PATIENT’S FULL NAME  

Social Security#  Birth Date  Sex:  Male  Female 

Address City/State Zip 

Home Phone  Work  Cell  

Other Contact (Friend/Neighbor/etc.)  Phone  

Who should be notified in an Emergency? 

Relationship to patient  Phone  

Marital Status:  Single        Married     Separated  Divorced  Widowed 

Spouse Name 

Work/School Status:  Employed  Retired  F/T Student  P/T Student  N/A 

Occupation 

Employer / School Name  

Employer / School Address 

If patient is a minor/child, please list Parent/Legal Guardian 

Father Social Security #  

Address 

Employer Occupation  Phone  

Mother Social Security #  

Address 

Employer Occupation  Phone  

PRIMARY INSURANCE PLAN  Effective Date  

Policy / Patient ID Group IL (if any)  

SECONDARY INSURANCE PLAN  Effective Date  

Policy / Patient ID Group IL (if any)  

If any insurance policy is in the name of an individual other than the patient’s name (i.e. spouse, parent, etc.) please provide the following information: 

Name  Birth Date  

Address  

Relationship to Patient  Phone  

Social Security#  If patient is a minor, who is responsible for payment?  

Who referred you to see us?  

Have other members of your family been seen by us?  Yes  No 

Patient Signature (or Legal Guardian) Date  



LASIK Patient History

1. Who is your regular optometrist? (if you do not have a regular doctor, who have you seen for glasses
    and contacts in the past two years?)

Dr.

8. Which do you primarily depend on for vision correction:

2. Do you have any current health conditions?  (Arthritis, Diabetes, High Blood Pressure, Autoimmune Disease,
    Scarring Keloid, Pregnancy, AIDS/HIV, Herpes, Shingles)

3. Is there a family history of Keratoconus or corneal transplant?

Name: Exam Date:DOB:

Date of Last Eye Exam:

4. Are you currently taking any medications?

5. Are you allergic to any medications?

6. Have you had any previous eye conditions, injuries, or sugery?

7. Has anyone else in your family had a surgical (RK) or laser (LASIK) procedure for vision correction?

Contacts Glasses Reading Glasses

If GLASSES: Have you worn contacts in the past?

If YES, why do you no longer wear contacts?

NO YES

If CONTACTS: How many years have you worn contacts?

Please indicate which type of contact lenses you currently wear now: (or have worn in the past)

Soft Daily Wear Extended Wear Gas Permeable Hard Lenses Toric Lenses Disposable

Perfect Good Fair Poor

Poor Comfort
Safety / Security

Dependence

Nuisance
Occupational Limitations

Restricts Physical Activities

Tired of having poor vision
Poor cosmetic appearance

Limits enjoyment of certain activities

Other Problems (describe):

9. Rate your level of satisfaction with your current vision correction:

10. Check reasons for your problems with glasses or contacts:

                        If YES, please list:NO YES

                        If YES, please list:NO YES

                        If YES, please list:NO YES

                        If YES, please list:NO YES

                        If YES, please list:NO YES

                        If YES, please list:NO YES
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SIGNATURE ON FILE FOR PRIVATE INSURANCE 

Please complete the following for our files in the event our physicians see you in the future for services 

covered by insurance. 

Name of 
Patient: ID # 

Name of  
Private Insurer:  Group #  

I request payment of authorized Private Insurance benefits be made to this provider and 
also authorize any holder of medical information about me to release to the above named 
Private Insurance insurer any information needed to determine benefits payable for 
services from EYE CARE Specialists, LLC. 

Signature of Patient or Legal Guardian Date Signed 

360 S. Mt. Auburn Rd. • P.O. Box 2018 • Cape Girardeau, MO 63702-2018 
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PATIENT CONSENT FORM 

Our Notice of Privacy Practices provides information about how we may use and disclose protected 
health information about you. The Notice contains a Patient Rights section describing your rights under 
the law. You have the right to review our Notice before signing this Consent. The terms of our Notice 
may change. If we change our Notice, you may obtain a revised copy by contacting our office. 

You have the right to request that we restrict how protected health information about you is used or 
disclosed for treatment, payment or health care operations. We are not required to agree to this 
restriction, but if we do, we shall honor that agreement. 

By signing this form, you consent to our use and disclosure of protected health information about you 
for treatment, payment and health care operations. You have the right to revoke this Consent, in 
writing, signed by you. However, such a revocation shall not affect any disclosures we have already 
made in reliance on your prior Consent. The Practice provides this form to comply with the Health 
Insurance Portability and Accountability Act of 1996 (HIPAA). 

The patient understands that: 
• Protected health information may be disclosed or used for treatment, payment or health care

operations
• The Practice has a Notice of Privacy Practices and that the patient has the opportunity to

review this Notice
• The Practice reserves the right to change the Notice of Privacy Policies
• The patient has the right to restrict the uses of their information but the Practice does not have

to agree to those restrictions
• The patient may revoke this Consent in writing at any time and all future disclosures will then

cease
• The Practice may condition treatment upon the execution of this Consent

This Consent was signed by: Date: 
Patient’s Signature (or Representative) 

Relationship to Patient (if other than patient): 

Witness: 
Printed Name – Practice Representative ECS27_HIPAAPntConsent 

360 S. Mt. Auburn Rd. • P.O. Box 2018 • Cape Girardeau, MO 63702-2018 
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