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ENVISION EYECARE’S FINANCIAL POLICY 

Today’s insurance industry is in a state of constant change.  Every day, we are seeing the development of new insurance 

carriers, managed care organizations, PPOs, HMOs, IPAs, and others that are too numerous to list. 

This explosion of third party administrators, combined with a lack of standardization of policies and procedures, has made 

it impossible for us to keep accurate records of those organizations that will pay us for our services, and very difficult for 

us to determine what services a patient is eligible to obtain under insurance coverage. 

We are happy to contact your insurance company for information concerning your eligibility for benefits; however, we do 

not accept responsibility for the accuracy of such information.  CONFIRMATION OF ELIGIBILITY DOES NOT 

GUARANTEE THAT YOUR INSURANCE COMPANY WILL PAY FOR YOUR SERVICES. 

We are happy to file your claim with your insurance company when you have provided us with all the necessary 

information to do so.  Should your insurance company determine after the fact that some or all of our services are not 

covered under your plan, you are responsible for paying for all services rendered. 

WE REQUIRE PAYMENT IN FULL ON THE DAY SERVICES THAT ARE RENDERED FOR SERVICES 

NOT COVERED BY INSURANCE, AS WELL AS ANY INSURANCE COPAYS OR DEDUCTIBLES. 

A SURCHARGE WILL BE ADDED TO ACCOUNTS THAT ARE FORWARDED TO A COLLECTION 

AGENCY. 

 

I have read and understand the above policy and agree to abide by its terms. 

______________________________________________                         ___________________ 
Signature of Patient or Patient Representative    Date 

 

______________________________________________ 

Relationship to Patient  

 

 

 

I have read and understand Envision Eyecare’s Privacy Policy.  I understand that I may receive a copy of the policy 

upon request. 

 

______________________________________________                         ___________________ 
Signature of Patient or Patient Representative    Date 

 

______________________________________________ 

Relationship to Patient  


