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Patient Name (If patient is under 18, the name of the responsible party):

| acknowledge that | will be a self-paid patient today. That means that | will be paying my balance today in full at the time of
senice. | will not be sending in a claim to an insurance company of which this practice is already a provider.

SIGNATURE OF PATIENT OR RESPONSIBLE PARTY DATE

INSURANCE INFORMATION AND RELEASE OF INFORMATION
In the event that your insurance does not pay for the senices provided in our office, you will be responsible for any unpaid
balances. Verification of vision coverage does not guarantee insurance company payment. Payment is based on actual
cowverage and policy determination upon receipt of the claim for the date of service. It is also your responsibility to know and
understand any deductible or co-insurance payments your plan has that you will be responsible to pay. Please provide the
following information that is necessary so that we are able to process your claim.
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accurate and correct. | understand that failure to provide the most accurate and true information will result in my claim being
denied. | am also acknowledging that | agree to release all necessary medical and demographic information from my records
at this office to my insurance company.

SIGNATURE OF PATIENT OR PERSON RESPONSIBLE FOR PATIENT’S BILL DATE

OFFICE USE ONLY

AUTHORIZATION # REE: CLFITTING: CLS:

ELIGIBILITY VERIFIED VIA (CIRCLE): FAX INTERNET PHONE (VERIFIER’S NAME:

ELIGFOREXAM: 'Y N ELIGFORCLFIT: 'Y N ELIG FORCLSALLOWANCE: Y N

COPAY: COPAY: COPAY:




