
 

 
Contact Lens Policy  

 
Contact lenses are considered a medical device by the FDA. They require an annual evaluation 
that is separate from your comprehensive eye exam, meaning that there is an additional fee for 
these services. This fee is determined by the contact lenses that are best suited for your eye 
health and visual needs. This fee may be covered in part or in full depending on your insurance 
plan. Any amount not covered by insurance is the patient’s responsibility at the time of service. 
The contact lens evaluation fee starts at $70 and can increase depending on the type of lens 
best suited for you.  
 
The contact lens evaluation fee includes:  

- Evaluation of the cornea, eyelids, and conjunctiva making sure that your eyes are 
healthy for contact lens wear 

- Determining the correct prescription and contact lens needed for your eyes  
- Covered (non-medical) contact lens follow ups for 90 days from the initial evaluation  
- Trial contact lenses until the contact lens prescription is finalized 
- A replacement lens if a lens is ever lost or torn 

 
All patients, new and established contact lens wearers, are required to have an annual 
evaluation in order to finalize a contact lens prescription. 
 
For all new wearers, there is an additional $30 charge for insertion and removal training not 
covered by insurance. 
 
If the doctor determines that your eyes are not healthy enough for contact lenses, then the 
doctor has the right to deny you contact lenses. This is to help ensure you maintain vision as 
unhealthy eyes are at an increased risk for potentially vision threatening infections.  
 
I, __________________________, understand and agree to the above policy. I understand that 
any portion of the contact lens evaluation fee not covered by my insurance is due at the time of 
service. 
 
____________________________________                      ________________________  
                         Signature                                                                         Date 
 
____________________________________  
                 Print Patient’s Name 


