
 

 
Patient:   

 

AUTHORIZATION TO PERFORM SERVICES - Cataract Surgery with an upgrade  
 

1. I have requested that my physician at Eyesight Ophthalmic Services perform my cataract surgery at Coastal 
Surgical Center.  My lens selection is initialed below 

 
2. I understand that should I choose Optiwave, Toric/Astigmatism Reducing or Presbyopia reducing upgraded lenses, 

they are not covered benefits by my insurance company, and will not be paid for by my insurance company. 
 

3. My insurance will only be billed for basic surgery procedures, which do not include the extra costs for the lens 
implants or the extra professional fees associated with the planning and execution of the surgery. The surgery 
center will bill my insurance for the basic cataract items and I will be responsible for the extra costs associated 
with the upgraded lens implant itself. The fee for the professional component of the upgraded surgery due to 
Eyesight will be: (please circle and initial below): 
 

  Optiwave 
Enhanced Vision 

Toric Astigmatism 
Reducing 

Presbyopia 
Reducing 

Basic Lens 

Standard $900.00  $1,800.00  $2,300.00  Insurance deductible 
& copayment fees Post Refractive Surgery $900.00  $2,100.00  $2,600.00  

Self-Pay/Cosmetic $3,135.00  $3,650.00  $3,900.00  $2,235.00 

I CHOOSE THE 
FOLLOWING: 

_______________ _______________ _______________ _______________ 
If chosen, initial above If chosen, initial above If chosen, initial above If chosen, initial above 

 
Payable to Eyesight Ophthalmic Services one week prior to the surgical procedure. Amount may be paid in the 
form of cash, credit card or check. Extended and interest free financing options may be available through Care 
Credit (www.CareCredit.com). 
 
My signature below indicates that I agree to accept responsibility for payment for the upgrade, if I have selected 
an upgrade, and will not seek payment from my insurance company.   
 
I understand that my permission is voluntary, that I may withdraw consent at any time, without prejudice to 
my present or future care at Eyesight Ophthalmic Services. 

 
In addition, I understand that no surgical procedure can be guaranteed, and that during surgery unforeseeable 
circumstances may arise. If I have chosen an Advanced lens, and should medical opinion dictate that the 
Advanced lens should not be implanted, I will be billed for basic cataract surgery. 
 

 

SIGNATURE OF PATIENT  SIGNATURE OF WITNESS 
 
DATE    DATE 

 
Surgery Date  OD (right eye) 
Lens:   �  Monofocal Toric   �   Panoptix-Panoptix Toric   � Vivity-Vivity Toric  � OptiWave Analysis   � BASIC 

 
Surgery Date  OS (left eye) 
Lens:   �  Monofocal Toric   �   Panoptix-Panoptix Toric   � Vivity-Vivity Toric  � OptiWave Analysis   � BASIC

ABN Cataract Sx 4/25/2023 


	PRIOR TO CATARACT SURGERY
	If you are using prescribed eyedrops (NOT IMPRIMIS eyedrops), please follow the eyedrop instructions supplied to you by your surgical coordinator.
	If prescribed, discontinue Xiidra/Restasis/Cequa, in the surgical eye only, beginning the morning of surgery.  START XIIDRA, RESTASIS or CEQUA on:_________________in the _______eye only.
	SURGERY PREPARATION

	 Please follow the eye drop chart you were given at the time of booking. 
	DURING CATARACT SURGERY
	Prednisolone-Moxifloxacin-Nepafenac
	Eyedrops following surgery:

	PAYMENT IS DUE A MINIMUM OF 1 WEEK PRIOR TO SURGERY.
	AUTHORIZATION TO PERFORM SERVICES - Cataract Surgery with an upgrade

	Cataract Surgery with Advanced Presbyopia reducing Intraocular Lens and Monofocal Toric Intraocular Lens
	Informed Consent for Cataract Surgery
	WHAT IS A CATARACT?
	HOW WILL REMOVING THE CATARACT AFFECT MY VISION?
	UNDERSTANDING THE MAJOR RISKS OF CATARACT SURGERY
	UNDERSTANDING HOW VISION CORRECTION OF THE EYE WORKS
	LENS IMPLANT OPTIONS AND VISION AFTER CATARACT SURGERY
	FOR ALL DISTANCE AND INTERMEDIATE vision tasks.
	CHOICE #4 - I want to see clearly in the distance AND near with a reduced need for glasses.
	If you have an astigmatism and choose a standard lens implant, which is not designed to treat astigmatism, you will need to wear glasses for all distance, intermediate and near tasks.


	PATIENT CONSENT
	Lens Choice and Informed Consent for Cataract Surgery
	Please indicate which lens selection you and your doctor have agreed on. You only have to complete the section that applies to your agreed upon lens choice:
	For either of the STANDARD lens options above:
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