
ORTHOKERATOLOGY
(ORTHO-K) PRICING POLICY

I. ORTHO-K LENSES PRICE

(waived if purchase
made within 1 week
of consultation)

$80Consultation

$1,800Low Corneal Toricity - Low Rx

$2,200Low Corneal Toricity - High Rx

$2,200High Corneal Toricity - Low Rx

$2,600High Corneal Toricity - High Rx

II. OPT-OUT REFUND

70% RefundWithin 30 days

50% RefundFrom 31 - 90 days

No RefundMore than 90 days

OPT-OUT APPLICATION

APPROVED
REFUND AMOUNT

(After consultation fee deduction)
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ORTHOKERATOLOGY
(ORTHO-K) PRICING POLICY

III. EXAMPLES OF OPT-OUT CALCULATION

Lens Price $1,800.00 $2,200.00 $2,600.00

Consultation fee deduction $80.00 $80.00 $80.00

Refund amount $1,720.00 $2,120.00 $2,520.00

First 30 days (Refund 70%) $1,204.00 $1,484.00 $1,764.00

From 31 to 90 days (Refund 50%) $860.00 $1,060.00 $1,260.00
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NOTES:

1. Patient must refund and return the Ortho-K lenses in good condition.
 
2. The refund amount will be a Capitol Optical Voucher which can be utilised for future purchase in Capitol 
Optical stores.

3. Refund is only applicable within the first 3 months of treatment.

REMARKS:

Capitol Optical Eye Care Professionals have the right to terminate the Ortho-K treatment at any time.

Should he/she, based on their professional knowledge, deem the Ortho-K treatment unsuitable or 
ineffective for the patient . 

The judgement/decision of the company is final, non-disputable and non-negotiable. 
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1. Introduction

Orthokeratology (Ortho-K) is a non-surgical treatment option for Myopia to correct vision and slow down its 
progression. 

Patients use a specially designed rigid gas permeable lens overnight while sleeping. The lens reshapes the 
front part of the eye (known as cornea) to achieve close to perfect functional vision without the use of 
spectacles during the day. 

During the course of treatment, you are required to consult with your Eye Care Professional (ECP) regularly 
to evaluate your lenses, vision prescription and eye health.

This process is non-surgical, non-invasive, and is reversible. 

The effect of myopia reduction will be reversed if patients stop wearing Ortho-K lenses. 

Orthokeratology does not “cure” myopia, it is a treatment option to reduce the progression of myopia.  

When patients stop their treatment on Ortho-K lenses, it may take a few weeks to months, to return to the 
pre-treatment shape. During this period, patients may need to wear spectacles or contact lenses to have 
clear vision. 

2. Limitations

Due to individual’s variability and limitations of lens design, the results of Orthokeratology may vary for each 
individual eye.

3. Risks

Risks apply for all types of contact lenses. There are potential risks of contact lens complications, eye 
irritation or infection in Ortho-K. Extended wear of lenses (Ortho-K) may carry higher risks of keratitis, 
compared to daily wear lenses.
 
Other potential risks include corneal abrasion, corneal ulcer, infection, irritation, pain, blur vision and red 
eye. Night ghosting is a normal observation that will alleviate over time. 

Common lens complications include lens binding, solution allergy, fluctuating vision, corneal staining.

4. Participation

The participation of Orthokeratology is completely voluntary. Patients may choose to terminate or stop the 
treatment at any time without prejudice to their eyecare.

5. Compliance

Patients must follow the Eye Care Professionals’ guideline and advice strictly. Non-compliance is the most 
common reason for poor results, prognosis, complications and infections. 

ORTHOKERATOLOGY
CONSENT FORM
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6.  Confidentiality

Your permission for the review of your personal confidential information is granted upon signing of this 
agreement. Photography of patients’ eyes  may be captured for history taking purposes and training 
purposes. Please inform your Eye Care Professional should you wish to decline to photo taking. 

7. Instruction Guide

Instruction Guide will be given to you during your eye examination consultation either verbally or in print. 
Your Eye Care Professional will answer any questions you may have regarding this treatment during your 
eye examination visits.

8. Statement of Informed Consent 

I have read the above information on Orthokeratology.

I understand that I will experience altered vision through my current spectacles and / or contact lenses due 
to the change of my eye shape as a result of overnight Orthokeratology. 

I understand that there is no guarantee that my uncorrected vision will improve following Orthokeratology 
treatment programme.

I, the undersigned, have read and understand the above, and I wish to participate under the conditions 
explained and described above. 

I agree to perform my responsibility to achieve optimal results in the Orthokeratology treatment programme.

_____________________________

Name and Signature of Patient      

Date    ________/______/________
 

_____________________________

Name and Signature of Witness

Date    ________/______/________

_____________________________

Name and Signature of Parent or Guardian
(for Patients age below 21 Years old)

Date    ________/______/________


