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Credit Policy
Our credit policy is designed to hold down costs without having to sacrifice the quality of our care.  Please read this policy carefully. If you have any concerns or questions, we will be happy to discuss them with you.
1. PAYMENT – Payment is expected at the time services are received. Payment in full is required prior to ordering ophthalmic materials. Prescription lenses are a custom order made according to the patient’s prescription and material choices and therefore are not returnable. In the event of a prescription change or non-adapt to lens choice, a redo will be available to the patient as defined by your insurance or within 60 days of order. Our cancellation policy allows for a refund if the order has not been started by the lab or a 50% refund of your payment if the order has been processed by the lab. If you are using your insurance benefits and the order has been processed, your benefits cannot be reinstated.
2. Delinquent Accounts – Accounts over 30 days will be subject to a monthly finance charge of 2% (24% annual) added to the balance of your account.  Accounts over 90 days are considered delinquent and will be subject to legal collection proceedings.
3. PAYMENT METHODS - We accept Cash, Checks, VISA, Discover, Mastercard, American Express, and Care Credit.  Returned checks are subject to a $35.00 service fee plus the amount of the returned check.
_____________________________                             ______________________
                Signature                                                                         Date
Billing – As a courtesy, we will bill for patients who have VSP, Blue Cross, Blue Shield, Medicare and some United Healthcare plans.  Patient is responsible for any co-pays, deductibles and non-covered charges.  
INSURANCE SIGNATURE ON FILE
I certify that the information given by me for insurance and /or Medicare payment is true and correct. I authorize my doctor to act as my agent in helping me obtain payment of my insurance and/or Medicare benefits, and I request that payment of these benefits be paid on my behalf to Primary Eyecare Center for any services and materials furnished if they are billing on my behalf. I authorize any holder of my medical information to release to the Center for Medicare & Medicaid services and its agents any information needed to determine these benefits payable to related services. If I have other health insurance coverage (as indicated in Item 9 of the HCFA-2000 claim form or electronically submitted claim), my signature authorized release of the above medical information to the insurer or agency shown, and authorizes my doctor to act as my agent, as above.
___________________________             ___________________________
________________                      
     Print Name 


   Signature Authorization  

              Date
