INFORMATION REGARDING DILATING DROPS
Dilating drops are used to dilate or enlarge the pupils of the eye to allow the ophthalmologist to get a better view of the inside of the eye.  The dilating eye drops are necessary to diagnose your condition.

Dilating drops frequently blur vision for a length of time, which varies from person to person and may make you more sensitive to light.  Because of the sensitivity, sunglasses should be worn when your eyes are dilated.  Disposable sunglasses are available free of charge at the front desk.

It is not possible for your ophthalmologist to predict how much your vision will be affected.  After an examination, your ability to drive safely may be impaired due to the effect of the dilating drops on your vision.  Therefore, you should not drive yourself, but make arrangements to be driven to and from your appointments.
Adverse reactions, such as acute angle-closure glaucoma, may be triggered from the dilating drops.  This is an extremely rare and treatable with immediate medical attention.

______________________________________________________________________
I have read and completely understand the above information regarding dilating eye drops.  I have been advised that I should not drive, or operate machinery, while my eyes are dilated because my vision, and thus, my driving ability may be impaired.  If I choose to drive or operate machinery despite this warning, I assume full responsibility (financial and otherwise) for the consequences resulting from this choice.
I agree that my doctor, Danville San Ramon Eye Medical, Corp., and its employees are released from all liability resulting from my driving or operating machinery while my eyes are dilated.

I hereby authorize Dr. ____________________ and/ or such assistants as may be designated by him/her to administer dilating eye drops.

I understand that the use of dilating drops is necessary to diagnose and evaluate my condition.  I hereby consent to the use of dilating drops at this and all of my future visits.
__________________________________

_________

Patient Name (Printed)




Date

________________________________________
Patient Signature (or authorized representative)

__________________________________
           __________                         5/2016
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