
 

 
 
Special Testing Insurance Consent 
 
At EyeWest Vision Clinic we take great care to make sure we are providing you the best vision and assuring the long term 
health of your eyes.  We have invested in technology that allows us to better diagnose, manage and treat certain eye 
conditions.  Insurance is variable from patient to patient and each carrier has different rules for covering additional testing.  
We will be billing your additional testing to your insurance carrier, however, it is not a guarantee your insurance will  
cover the costs of performing the tests.  This form is to provide you information about the potential costs associated with 
the additional tests performed.    
 
Our doctors have determined that you need additional testing for the following reason(s): 
 
  Glaucoma (365.10)/Glaucoma Suspect (365.00)         Macular Degeneration (362.52-wet/362.51-dry) 
 
  High Risk Medication (Plaquenil)  (V67.59)    Diabetes (250.00)   ____________________________ 
 
Based on the tests performed at your routine examination, your doctor found reason to bring you back for  
additional testing as marked below: 
 
   Ocular Coherence Tomography (92132, 92133, 92134):  This advanced technology allows our doctors to 

visualize the surface below the surface of your optic nerve and retina to find the earliest possible signs of disease or 
damage that could lead to vision loss.  $xxxxx 

  
  Pachymetry (76514):  A test that provides normative data for eye pressure management.  $xxxxx 

  
  Gonioscopy (92020):  A minor procedure performed by your doctor that allows them to visualize the anatomy of 
the fluid drainage area of your eye.  $xxxxx 

  
  Visual Field (92083):  A test performed that assesses actual visual processing function of the optic nerve to test for 
early signs of vision loss.  $xxxx 

  
  Photography (92250):  An additional series of photos taken that gives us the most accurate picture to compare 
future examinations.  $xxxxx 

 
 
The additional tests may or may not be covered by your insurance and if there is a deductible for your insurance, you may 
be responsible for payment.  We have outlined the highest possible payment above, but most insurance panels have a 
reduced fee as outlined by their reimbursement schedules.  By signing below you understand our above Special Testing 
policy and will be accountable for the fees as outlined in the event that your insurance does not cover them.    
 
 
 
__________________________________________________  __________________ 
Patient/Guardian        Date 
 


