VISUAL FIELD SCREENING AND DILATION
Dr. Robert H. Zoellner strongly recommends that all of our patients receive a visual field test and dilation
as a part of our comprehensive visual analysis.
A highly sophisticated computerized instrument now enables us to provide a more thorough visual field
screening. This instrument checks for loss of sight, both in central and peripheral areas. Visual field
testing can assist us in early detection of glaucoma, retinal problems, some neurological diseases (such as
brain tumors and optic nerve disease), and better enables us to diagnose causes of headaches. The fee for
the visual field screening is $20.00.
While routine dilation of the eyes is recommended at least every two years, if you have a condition such
as diabetes, cataracts, high blood pressure, headaches, high nearsightedness, symptoms of flashing lights
or floaters, glaucoma or a family history of glaucoma, you are urged to have your eyes dilated today or
(see Optomap consent form on next page). Dilation involves placing eye drops in your eyes to enlarge
your pupil size.
When an eye is dilated we are able to get a much broader and fuller view of the inside of the eye. This
aids us in determining diseases such as macular degeneration, glaucoma, tumors, damage to the retina
(such as holes or tears) and evaluation of cataracts.

With dilation of the eyes you may experience the following effects:
•
•
•

Increased sensitivity to light
A slight blurring of distance vision
Inability to focus up close

These effects typically last from 4-6 hours. The fee for dilation is $20.00.

Please check one of the following and sign below:

______

I do consent to only the visual field screening for $20.00.

______

I do consent to only the dilation for $20.00.

______

I do consent to having both visual field screening and dilation. The fee for both is $35.00.

______

I do understand the importance of the visual field screening and the dilation, yet I do not
wish to have either performed at this time. I release Dr. Robert H. Zoellner from any
liabilities related to the failure to treat or diagnose any eye conditions due to the lack of
diagnostic information which could have been obtained by these tests.

Patient signature: _________________________________

Date:

_____________

