Weaver Eye Care Associates Payment Policy

Thank you for choosing Weaver Eye Care Associates for your eye care needs.  We are committed to providing you with quality and affordable eye care.  There can be many questions regarding patient and insurance responsibility for services rendered, so this payment policy is for your review.  Please read it prior to any treatment, ask us any questions you may have and sign in the space provided.  A copy will be provided to you upon request.

We make every effort to keep down the cost of your medical care.  Because the billing process has become so expensive and because we all wish to keep medical costs as low as possible, full payment is due for office visits and procedures at the time of service.  There are no refunds for professional services, diagnostic testing and eyeglasses.  We accept cash, checks, Visa, Mastercard and Discover.

INSURANCE/CLAIMS SUBMISSION:

With your accurate insurance information, we submit claims on your behalf to the insurance company of which we are contracted and of which you are a member.  We will assist you in any way we reasonably can to help get your claims paid.   As a reminder, your insurance policy is a contract between you and your insurance company, so any  bill you receive for the services provided is your fiscal responsibility (ie. unmet deductible, non-covered service, out-of-network, etc).  If you are covered by an HMO (Health Management Organization) you are required to have a referral from you Primary Care Physician at the time medical service is provided.  It is your responsibility to contact your primary care physician.  If you do not have a referral, you will be billed for the services. 

USUAL CUSTOMARY REIMBURSEMENT (UCR):

You are responsible for payment regardless of the amount your insurance company approves.  We accept UCR amounts from insurance carriers with which we contract.  The patient is responsible for co-payments, deductibles, co-insurance or non-covered services (such as contact lens exam fees and refraction fees) as indicated by your carrier contract.

MINOR PATIENTS (UNDER 18 YEARS OF AGE):

The parent or guardian accompanying a minor child is responsible for full payment.  If both parents have insurance, the parent with the first birthday in the year is usually the primary insurer.  BEFORE YOUR APPOINTMENT, please check your insurance policy to determine which company is primary.

OPTICAL AND CONTACT LENSES:

The full amount of the total cost of eyewear (frames, lenses, lens treatments) is required at the time when the eyewear is ordered.  Eyewear will not be dispensed unless paid in full.  Contact lenses must be paid in full before placing an order for your supply.  Refunds and returns are NOT permitted on prescription eyewear (glasses & sunglasses) because they are custom products. Opened boxes of contact lenses are non-returnable and non-refundable.

BILLING/PAYMENT:

A billing statement will be mailed monthly.  Payment for all medical services is due 14 days from the date of the invoice.  All statements which go unpaid 45 days from the due date will automatically be assessed a $30.00 late fee. After 90 days your account incurs an additional $50.00 fee, will be assigned for legal recovery to a professional collection agency, and you will also be responsible for all collection agency recovery fees, court costs and reasonable attorney fees. Please speak to us if you have a financial hardship. A payment plan is available. If paying by check, keep in mind that a $25 fee will be applied to your account for each check that is returned (ie. Non-sufficient funds, etc).

COLLECTION BALANCES:

If you had a previous collection balance, or are presently in collections, payment is required before any new office visits will be scheduled.  We must verify current insurance coverage.  Any co-payments, co-insurance and/or deductibles will need to be paid on the day of the visit.  If you are unable to pay your outstanding balance, you will be referred to the nearest hospital emergency room for your eye care.

MISSED APPOINTMENTS:

Please call us as soon as possible if you feel you cannot make your appointment or believe that you will be late.  We will do our best to fit you in if you are late to your scheduled appointment, but it may be necessary to reschedule your visit if there is a time constraint.  If you do not notify us to cancel/reschedule your appointment, a no-show fee of $25 may be applied to your account.  Our no-show fee for Saturday appointments is $45.

The undersigned patient/guarantor hereby agrees to be financially liable for and to pay to the provider the amount of the charges for certain health care services and optical goods that a representative of Weaver Eye Care Associates have explained to him/her that are not covered by their insurance.






________________







Signature of Responsible Party (SEAL)





Date

2/8/17


