Lake Wylie Eye Financial Policy

​
In order to ease the transition from the practice of medicine to the business of medicine, we have enacted certain policies, which we have outlined below.  Many of these policies come from an effort to reduce our costs, and therefore yours.  Our primary mission at Lake Wylie Eye is to deliver the best and most comprehensive vision care available.  An important part of this mission is making the cost of optical care as easy and manageable for our patients as possible.  As we are sure you understand, to continue providing care, we must receive prompt payment for the services rendered.  Your assistance in seeing that your account is kept current is appreciated!

To assist you with your vision care investment, we provide the following payment options:

1.  Cash – includes money orders and personal checks (However, we do reserve the right to decline personal checks.  THERE WILL BE A $35 FEE FOR RETURNED CHECKS.)

2.  Visa/ MasterCard/ Discover- We accept credit cards as payment for service
* All patients are charged the same for services rendered.  This office does not accept reasonable and customary charge calculations by outside parties, unless this office is a participating provider.  Any adjustments / write-offs will be applied upon receipt of payment and EOB’s.  

* Currently this office is a participating provider with Eyemed, Davis Vision, Superior Vision, Vision Service Plan (VSP), and Community
If we are a participating provider for your group policy, co-payments and deductibles are due prior to or at the time of service.

Patient’s with Insurance

* We urge you to read your policy.  The most common misconception concerning insurance is that your policy will cover the total cost of service/material fees charged.  Insurance is designed to reduce your out of pocket cost, but usually will not eliminate it entirely.  Your portion is due at the time of service.
* Your vision treatment and material recommendations are not dictated by what your insurance will cover.  We cannot limit your care to just what is covered by your insurance plan.  Every plan is different and each insurance company determines what is covered.  Just because a particular service or material is not covered does NOT mean you do not need it.

* Insurance is filed as a courtesy to you and coverage does not relieve you of the financial responsibility, nor suspend payments until the insurance has paid.  YOU ARE RESPONSIBLE FOR ANY AMOUNT OWED AFTER INSURANCE HAS PAID.
* Insurance will only be filed for plans that we are provided with at the time of service.  We will not “back file/ retro-file” any claims.  You must provide all insurance information at the time of service.  You are responsible for filing any claims with insurance plans we were not made aware of.

Remember, insurance is filed solely as a courtesy for our patients.

Please help us keep this available for all patients.
Financial Policy
Please read regarding estimate of benefits for vision services/materials:
* We are not privilege to all insurance plans limitations and exclusions.  You, as the beneficiary of the insurance policy, are responsible for knowing all policy limitations and exclusions.  The contract for benefits is between you and your insurance company.  Our only relationship is with you, the patient.  We will prepare an estimate of insurance payment and your estimated responsibility.  This is prepared using information they provide us.  If the information is inaccurate or lacking in detail, it will affect the estimate we provide you.  Neither we, nor the insurance company, can guarantee the estimated payment amounts.  Please understand that the estimate generated is provided as a courtesy.  We will assist you in understanding your benefits, but are not responsible for your benefits or what is ultimately paid by your insurance plan.  We reserve the right not to accept assignment of benefits.

* Any discrepancies should be addressed with your insurance company or employer as they make the final determination of benefits provided.  You are responsible for verifying that all waiting periods have been satisfied prior to services rendered.  We cannot be held to the estimate of insurance benefits as it is only an estimate based on information provided on the day it is generated.  Annual maximums, deductibles and percentages of coverage may be different on the day of service based on care received by other practitioners and the medical necessity of the procedure as determined by your insurance company.  Please be aware that your particular program may base its allowances on a fee schedule which may or may not coincide with our fees.  Our practice is committed to providing the best treatment/materials for our patients and we charge what is reasonable and customary for our area.  You, as the patient, are ultimately responsible for the full amount of the vision exam/material costs regardless of any insurance company’s arbitrary determination of usual and customary rates.

Balances:

All outstanding balances not paid within 90 days may be turned over to a collection agency and a discharge notice terminating patient care will be sent to you.  All costs incurred in collecting a delinquent account will also be added to your charges.  During this 30 day period, discharged patients will need to transfer vision care to another physician’s office, however, we will continue to provide medical care to you during this time period.  If the balance is not paid within the 30 days, patient care will be officially terminated.  
I understand that I am personally responsible for my account for services rendered and materials, including any services covered by insurance.  I have received and read a copy of the Office’s Financial Policy.  I understand and agree to the financial policy.  Further, I agree that if my account is not paid in full when due, I will pay the balance due plus cost of collections, including attorney’s fees and court costs.
_________________________________




______________________

         Signature of Patient/ Guardian






        Date
[image: image1.jpg]Aote e E~




ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
*You may refuse to sign this acknowledgement
I have received a copy of this office’s Notice of Privacy Practices.
_______________________________________________

Please print your name / Please print your child’s name

_________________________________________________________

Signature

___________________________________________________________

Date

___________________________________________________________

Name(s) of the Individual(s), family member(s), we may release information to

_____________________________________________________________________________________________
ACKNOWLEDGEMENT OF RECEIPT OF OFFICE POLICIES

I have received and read a copy of this office’s policies.
_________________________________________


____________________________________

Please print your name





Signature / Date

For Office Use Only

*We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained because:  

· Individual refused to sign

· Communications barriers prohibited obtaining the acknowledgement

· An emergency situation prevented us from obtaining acknowledgement

· Other (Please Specify) _________________________________________
PROFESSIONAL EYECARE CORPORATION

439 Channel Road #103 ~ Lake Wylie, SC  29710 ~ 803-746-7711

www.lakewylieeye.com


