ABOUT FINANCIAL ARRANGEMENTS AND MEDICAL INSURANCE


We are committed to providing you with the best possible care.  If you have medical insurance, we are anxious to help you receive your maximum allowable benefits.  In order to achieve these goals, we need your assistance and your understanding of our payment policy.


Payment for services is due at the time services are rendered unless payment arrangements have been approved in advance by our staff.  We accept cash, checks, MasterCard, Visa and Discover.  
Returned checks and balances older than 30 days may be subject to additional collection fees.

It is the patient’s responsibility to obtain any referrals from primary care physicians that are required by their insurance plan.  We will be happy to help you process your insurance claim form for your reimbursement.  If you are a member of an insurance plan for which our doctor is a provider, we will accept assignment of insurance benefits.


You must realize, however, that:

1. Your insurance is a contract between you, your employer, and the insurance company.  We are not a party to that contract.

2. Our fees are generally considered to fall within the acceptable range by most insurance companies, and, therefore, are covered up to the maximum allowance determined by each carrier.  This applies only to companies who pay a percentage (such as 50% or 80%) of “U.C.R.”  “U.C.R.” is defined as usual, customary and reasonable by most companies.

3. Not all services are a covered benefit in all contracts.  Some insurance companies arbitrarily select certain services they will not cover.

We must emphasize that as medical care providers, our relationship is with you, and not your insurance company.  While the filing of insurance claims is a courtesy that we extend to our patients, all the charges are your responsibility from the date the services are rendered.  We realize that temporary financial problems may affect timely payment of your account.  If such problems do arise, we encourage you to contact us promptly for assistance in the management of your account.  


If you have questions about the above information or any uncertainty regarding insurance coverage, PLEASE don’t hesitate to ask us.  We are here to help you.
“I request that payment of authorized insurance benefits be made on my behalf to Eye Specialists for any service furnished to me by them.  I authorize any holder of medical information about me to release to the health care finance and/or my insurance any information needed to determine these benefits or benefits payable for related services.  In the event these services are disallowed, I will be responsible for charges made.”
Contact lens exams/fits have an additional fee, separate from the routine exam charge.
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	Patient Information

	Patient Name  _________________________                 ____________________________________________________________         

                                                             Last                                                                                             First                                                                         Middle Initial
Address  __________________________        ____________   City ______________    _______  State __    ___  ZIP _____  ____
Home phone  (         )_ ____   _______ ____      Work phone  (         )_ __ ___   ____  _____   Cell  (         )____    _____________   

SSN   _ _  _ _  _ _  -  _ _  _ _  -  _ _  _ _  _ _  _ _       Birth date  __  __/__  __/____  ___     Sex  (M ( F                                                                                                                                                                                                                                                        
                                                                                                            MM  /   DD   /    YYYY                                                                                                 
Marital status  (Minor   (Single  (Married  (Divorced  (Widowed  (Separated    

E-mail address _________________               ____________________________________________________________________

Emergency contact person  __________________________           _____________________ Phone  (          )_ _ _   ___________     

Employer __________________________________   ____ __________     Occupation  __               ________________________ 

Employer Address_______________________________ _________________ _______Phone  (__  __)___            ____________

(including city, state and zip code)

Primary Care Physician  _________________________________________________  Phone  (          )_ __             ___________

Whom may we thank for referring you?  ___________    _______________________________________            ___                 _

	

	Guarantor Information 

	Spouse/Father/Guardian(circle one) _______________          __________________      _________________ _________________

Address  _______________      _______________________   City _______________ ______  State __  ___  ZIP _____      ____
Home phone  (         )_ ____  ____ __ ___      Work phone  (         )_ _________  _   _____    Cell  (         )________     ________       

SSN   __  __  __  -  __  __  -  __  __  __  __       Birth date  ____/____/_______     Sex  (M ( F                                                                                                                                                                                                                                                        
                                                                                                 MM  /   DD   /    YYYY                                                                                                 
Marital status  (Single  (Married  (Divorced  (Widowed  (Separated     

Does this person carry the insurance for the patient listed above?  (  Yes            (     No                                                                                                                                                                                                       
Employer __________________________________         ______________     Occupation  ___       _______________________                                                                                                                                                                                                                     

Address  ___________________________   ____           ____   City ___      ___        __________  State __ ___  ZIP __ _______
Is this person a current patient in our office?   ( Yes   (  No

	Spouse/Mother/Guardian(circle one)______                 ____________________________________________________________

Address  _______________     _______________________   City _____      ________________  State ___ __  ZIP ____  _____
Home phone  (         )_ ______   ____ ___      Work phone  (         )_ __ _   ____________    Cell  (         )_______   __________       

SSN   __  __  __  -  __  __  -  __  __  __  __       Birth date  ____/____/_______     Sex  (M ( F                                                                                                                                                                                                                                                        
                                                                                                 MM  /   DD   /    YYYY                                                                                                 
Marital status  (Single  (Married  (Divorced  (Widowed  (Separated     

Does this person carry the insurance for the patient listed above?  (  Yes            (     No                                                                                                                                                                                                                                                                                                                                                                                                                     
Employer _________________________       _________  ______________     Occupation  ___       _______________________                                                                                                                                                                                                                     

Address  ______________________________   _        ____   City _____   _           __________  State ___  __  ZIP ____   _____
Is this person a current patient in our office?   ( Yes   (  No   


***Co-Pays are collected at the time of your visit***
Signature______________________________________________Date____________________
__________________
_________________
________________
_______________
Initial                                Date

Initial                                Date

Initial                                  Date

Initial                             Date
_1232394442.bin

