


 
MEDICAL SERVICES AGREEMENT 

 

I hereby authorize and consent to medical treatment by Richmond Eye Associates, P.C. for me (or 
my child). I authorize Richmond Eye Associates, P.C. to release my (or my child’s) medical 
information to my (or my child’s) family doctor and to any insurance company, adjuster, attorney, 
authorized agent working on behalf of Richmond Eye Associates, P.C. or other authorized party. 
 
I understand that I am responsible for payment of all medical treatment rendered to me (or my 
child) by Richmond Eye Associates, P.C., and I agree to pay all co-payments, deductibles and 
non-covered services in full at the time of the visit. In the event that I am seen at any time by a 
Richmond Eye Associates, P.C. physician without a required referral, I understand that I am 
financially responsible for all charges incurred. I understand that insurance authorizations are an 
estimation of coverage, and that final out of pocket amounts may vary based on actual insurance 
payment. Vision plan coverage must be presented prior to or at the time of service. Vision plan 
information presented after the date of service will not be accepted. A fee of $50.00 will be 
charged for all returned checks. 

I understand that, as a courtesy to me, Richmond Eye Associates, P.C., will file, either a paper 
claim or an electronic claim, whichever is required by my (or my child’s) insurance carrier, and I 
authorize payment directly to Richmond Eye Associates, P.C. for the benefits otherwise payable 
to me under the terms of my (or my child’s) insurance. I understand that I am responsible for 
maintaining current coverage information to meet filing deadlines and for the payment of any 
remaining balance after payment from my insurance carrier. In the event that I fail to meet my 
financial obligations, I agree to pay attorney and/or collection agency fees in the amount of 
thirty-three and one third percent (33 1/3%) of the amount due at the time the account is turned 
over for collection plus court costs and any additional collection fees. 

Missed Appointments- Please help us serve you better by keeping scheduled appointments. If you 
are unable to keep your scheduled appointment, please give a 24-hour notice. I understand that, if 
I fail to provide this 24-hour notice of cancellation, I am responsible for a missed appointment fee 
of $50. 

 
“Refraction” – the determination of the best corrective lenses to be prescribed or a change in your 
glasses prescription (CPT code 92015) is a separate charge in addition to an eye exam. 
Most insurance companies consider this a “non-covered” service. This service, while not 
covered by most insurance companies may be needed for your physician to determine the cause 
of any changes in your vision, therefore making it a necessary part of the examination and not 
optional. 

 
Pupil dilation may make you more sensitive to sunlight. We will be happy to provide a 
complimentary pair of disposable sunglasses. If you feel that your driving may be impaired, 
please discuss this with the doctor prior to dilation. 

 

 

 
Signature of Patient or Guarantor if minor child Date 
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