SEASIDE OPHTHALMOLOGY PAYMENT POLICY 
AUTHORIZATION FOR SERVICES

The signature below serves as authorization for services rendered by Seaside Ophthalmology  for the below named patient, and for release of information necessary to file insurance and assign benefits otherwise payable to policy holder, to the doctor or group indicated on the claim.  A copy of the signature is as valid as original.
PAYMENT POLICIES

We need your assistance and understanding of our payment policy.  As a courtesy, Seaside Ophthalmology will bill most insurance.  HOWEVER, the patient is responsible for any non-covered or unpaid balances and Any Referral Numbers or Authorization (Example: Tricare, PCN, ETC) Not Provided To Our Office Prior To Appointment. Your insurance coverage is a contract between you and your insurance company. All services are filed with your insurance carrier providing you provide all pertinent information to our office.  Insurance co-payments and deductibles are expected when services are rendered.  We accept cash, check, Visa, and MasterCard.  
If charges are denied, the patient is financially responsible for the charges incurred.  If there is a need to set up payment arrangements, the billing department should be contacted by the patient or their representative.  If no payment has been received after 90 days from the date of service, necessary collection procedures will begin.

PRIVATE PAY PATIENTS

Patients without medical or vision insurance are accepted, and payment in full at the time services are rendered is required.

CANCELLATION AND NO SHOW POLICY

In order to be respectful of the medical needs of all our patients, please be courteous and call our office promptly if you are unable to attend an appointment.  This time will be reallocated to someone who is in urgent need of treatment.  A failure to be present at the time of a scheduled appointment will be recorded in the patients chart as a “no show”.  Two no shows or cancellations < 24 hours before the appointment will result in a charge of $25.00.
By signing this form, I acknowledge I have read and understand all of the above and agree to Seaside Ophthalmology’s policies and practices.
Date___________ Print Name___________________________Signature___________________________________
