AGREEME E 1 IBILITY
I understand that professional services are rendered to the patient and the patient is responsible for charges incurred for
these services. Payment for annual deductible and co-insurances may be collected at the time of service. I understand that
am financially responsible for charges not covered by my insurance company.

As a courtesy to you, our billing department will bill your insurance company for your visits in our office. Please remember
it is still your responsibility to know your insurance plan and benefits.

Recently, insurance companies have made many changes. Most companies are now requiring that claims be submitted
within 30 days. If the claim is delayed because of lack of information received by you, the claim will become your
responsibility. If you are on an HMO plan, they require referrals for most services. It is your responsibility to obtain all
referrals before services are rendered. If you fail to obtain a referral and request that services be rendered, you will be
asked to pay for the services at the time they are rendered. Once you receive a referral, your insurance will be billed. If
your insurance company pays for the services rendered, you will be refunded.

Please be aware that most insurance companies do not cover routine eye exams. If you only have medical coverage and
have no medical complaint or medical diagnosis, then you will be responsible for your bill. We allow forty-five (45) days
from the date of billing for insurance to pay their portion of your account. Your help in seeing that your claim is paid
within this time frame is greatly appreciated. Insurance claims that are or not paid in full within forty-five (45) days will be
your personal obligation. This includes, but is not limited to, office visits, office procedures, optical and surgical fees.

At the initial time of service, you will be asked to complete a patient registration form. After the initial visit, you will be
asked to verify your insurance on file so that any changes can be made to your file. If your insurance, address, or phone
number changes at any time throughout the course of your care with us, please notify us right away.

REFRACTION SERVICE FEE

A refraction is the process of determining your best corrected vision and if there is a need for corrective eyeglasses or
contact lenses. It is an essential part of an eye examination and is necessary to write a prescription for glasses or contact
lenses. We highly recommend a refraction fee as an essential component of a comprehensive exam. A refraction is NOT a
covered service by Medicare or most insurance plans. These plans consider a refraction a “vision” service and not a
“medical” service. Our office charges a refraction fee that is collected at the time of service in addition to any co-payment
your insurance plan may require. Should your plan pay us for the refraction, we will reimburse you.

CONSENT TO TREAT -

I 'voluntarily consent to such care and treatment as prescribed by the physician as is necessary in his/her-medical judgment.

1 authorize use of this form on all my insurance submissions (including Medicare) and authorize release of information
needed to process a claim to all my insurance companies (including Medicare). I permit a copy of this authorization to be
used in place of the original. I authorize the provider to act as my agent in helping me obtain payment from my insurance
companies (including Medicare). I understand the provider does not accept a settlement on disputed claims. I assign all
right and claim for reimbursement of expenses allowable under my insurance plan (including Medicare) and authorize
payment directly to the provider for services rendered. I understand that I will receive 2 monthly statement or any balance
due by me. This assignment shall remain in effect until revoked by me in writing,

0 MEDIGAP OR OTHER SECONDARY INSURANCE
I request that the payment of authorized Medigap benefits or Secondary Insurance be made either to me or on my behalf to

the Kirk Eye Center, or any physician of that group, of services proved to me by a physician of the group. I authorize any
holder of medical information about me to release it to my Medigap or other Secondary Insurer, any information needed to
determine the benefits payable for related services. This assignment shall remain in effect until revoked by me in writing,

A photocopy of this assignment is considered as valid as the original.

My signature below states I have read and understand the above stated policies.

Signature: Date: / /




