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Financial Policy 

 
We are committed to assisting you with timely insurance filing and payment of your account.  

Please read our financial policy below. 
 

Please be sure your insurance information is current and accurate at the time of service. A copy of your 
insurance card must be given at each appointment. Our office participates with many insurance plans. If 
your insurance does not cover our services, payment in full is expected at the time of your visit. We accept 
cash, checks, Visa, Mastercard, Debit, and American Express. 
 
Although we do call for benefits prior to your visit, please remember that any information received from your 
insurance company is strictly an estimation of benefits and is not a guarantee of payment. Your co-pay, 
deductible, co-insurance, as well as any non-covered services from your visit is due at the time of service. 
Ultimately, you are also responsible for all charges that are returned or denied or non-covered once your 
claim has been submitted and processed by your insurance provider. If you feel that your claim has been 
inaccurately denied for something other than a filing error on our part, it will be your responsibility to dispute 
the denial with your insurance company. You will be responsible for any remaining balance on your account.  
 
Payment for all professional services is due in full the day services are provided to you. Because glasses 
and contacts are specially made for each patient, we require payment at the time of ordering.  
 
A finance charge of 1.5% per month (18%APR) will accrue on all outstanding balances. Any balances that 
are unpaid will be turned over a collection agency of our choice. 
 
A service charge of $25 will be added for all checks returned for any reason, including non-sufficient funds 
and payments. 
 
If our office takes legal action to collect any unpaid charges, you will be billed the cost of attorney services, 
court costs and a collection fee of $ 30, in addition to any unpaid balances. 
 
In some families, the question of who is responsible for a child’s bill is uncertain. We are not a party to any 
separation agreement or court order. This is strictly a matter between the parents. We must insist, therefore, 
that the parent who requests treatment for the child is responsible for all fee occurred. 
 
If you have any questions, please feel free to discuss them with us. We are always willing to work with you 
in any way we can.   
 
 
____________________________________________ ________________________ 
Patient Signature (or legal Guardian)    Date 
 
___________________________________________________________________________ 
Print Name or Name of legal Guardian 
 


