
 
Name:___________________ 
 

REFRACTION STATEMENT 
 
A refraction is a screening test, separate from your exam, that 
determines whether you need glasses or whether your current glasses 
prescription needs to be changed. This helps us determine your best 
possible vision and most importantly, if your vision cannot be corrected 
with glasses, a refraction can determine whether an underlying eye 
disease is the cause for your decreased vision. 
 
If today's refraction is done for the purpose of prescribing new glasses, 
the refraction charge of $50.00 will not be covered by most insurance 
companies. Your insurance company may pay this charge if your health 
care coverage includes a vision plan. You will be expected to pay this 
charge when you check out today, and then you can submit your receipt 
to your insurance company for possible reimbursement. Please do not ask 
us to bill you for this amount. 
 
Since we don't want to present you with any hidden charges, we will give 
you a prescription for new glasses only at your request. Please sign this 
statement below acknowledging that you have read and understand the 
definition and purpose of a refraction. 
 
 
_________________________   _______________ 
  Signature      Date 
 
 
 
 
 
 
 



Delaware Eye Clinics 
28322 Lewes-Georgetown Highway 

Milton, DE  19968 
 
 

I, ________________________________________________ give my permission for the following 
people to have copies or access to my Protected Health Information (PHI) (information from my 
medical records at Delaware Eye Clinics)  
 
Spouse/Partner: _________________________________________________  
 
 Phone ________________________________________________________ 
 
Parent /Legal Guardian: __________________________________________ 
      (Required for patients under the age of 18 years old) 
Phone : _______________________________________________________ 
 
Primary Care Physician: _________________________________________ 
 
Phone: _______________________________________________________ 
 
Other: _______________________________________________________ 
 
Phone: _______________________________________________________ 
  
 
My Emergency Contact Person: ___________________________________ 
 
Relationship: __________________________________________________ 
 
Phone: _______________________________________________________ 
 
If any other medical provider contacts Delaware Eye Clinics pertaining to my medical care I give my 
permission for Delaware Eye Clinics to discuss and/or release to them any and all medical records which 
may be beneficial for my health care. 
 
____________________________________________     _________________________ 
Patient Signature      Date 
 
 
___________________________________________ 
Parent/Legal Guardian (if patient is under 18 years of age)  
 
*This authorization shall be valid for 2 years from the date signed unless otherwise noted: 
Expiration date:__________________________ 
 
 



Delaware Eye Clinics 
28322 Lewes-Georgetown Highway 

Milton, DE  19968 
 

Financial Policy for Billing & Collection 
 
Payment Policy 
Thank you for choosing us as your eye health provider. We are committed to providing you with quality 
and affordable eye care. The following is our payment policy. Please read it, ask us any questions you 
may have and sign it in the space provided.  A copy will be provided to you upon request.  
 

1. Insurance: We participate with most insurance plans, including Medicare and Medicaid.  If 
you are not insured by a plan we do business with, payment in full is expected at each visit.  If 
you are insured by a plan that we do business with, but you do not have a current insurance 
card, payment in full for each visit is required until we can verify your coverage. Knowing your 
insurance benefits is your responsibility. Please contact your insurance company with 
any questions you may have regarding your coverage.   

 
2. Co-payments coinsurance and deductibles: All co-pays must be paid at the time of 

EACH visit. This arrangement is part of your contract with your insurance company.  Failure 
on our part to collect co-pays, coinsurance and deductibles from patients is considered fraud.  
Please help us in upholding the law by paying your co-payment at each visit.  YOUR COPAY 
WILL NOT BE BILLED TO YOU. Coinsurance and deductible amounts are your 
responsibility and will be billed to you after we receive the explanation of benefits from your 
insurance company. 

 
3. Self-pay patients: All self-pay patients are required to pay the FULL amount of the day’s 

charges at the time of the office visit.  
 

4. Non-covered services: Please be aware that some, perhaps all, of the services you receive 
MAY be non- covered, or deemed experimental or investigational, or not considered reasonable 
or necessary by Medicare or other insurances. By signing this policy document you acknowledge 
that you are responsible for payment of these services.  

 
5. Proof of insurance: All patients MUST complete our patient information form before being 

seen by the doctor.  We must obtain a copy of your driver’s license, and current, valid insurance 
card to provide proof of insurance.  If you fail to provide us with the correct insurance 
information in a timely manner, you will be responsible for any charges incurred 
if the information provided is incorrect or not up to date including denied claims 
due to terminated coverage, exhausted auto benefits, denied workers’ 
compensation claims or no insurance coverage. 

 
6. Claims Submission: We will submit your claims and assist you in any way we reasonably can 

to help you get your claims paid.  Your insurance company may need you to supply 
certain information directly.  It is your responsibility to comply with their request. 
Your failure to respond to insurance carrier correspondence or to coordination of 
benefits inquiries will result in the balance of the claim becoming your 
responsibility.  Please be aware that the balance of your claim is your responsibility whether 
your insurance company pays your claim or doesn’t.  Your insurance company benefit is a 
contract between you and your insurance company: we are not party to that contract.  
 
 



7. Coverage Changes: If your insurance changes, please notify us before your next visit, so that 
we can make the appropriate changes to help you receive the maximum benefits.  If your 
insurance company does not pay the claim within 45 days, the balance will automatically be 
billed to you. We will notify you of non-payment so that we can get your assistance in getting the 
claims paid.  Most insurance companies have imposed “timely filing” deadlines that possibly 
could impact payment on your account. Some deadlines are as early as 60 days from the date of 
service. If you fail to provide us with the correct insurance information in a timely 
manner, you will be responsible for any charges incurred if the information 
provided is incorrect or not up to date. 

 
8. Returned Checks: For ALL returned checks there will be a $50.00 processing fee (which is 

the fee we incur from the bank for your returned check) added to the amount of the check and 
this will be your responsibility to pay in full by cash, credit card or money order within 72 hours 
of the date of notification.  From this point on, we will not accept a personal check from you.  

 
9. Insurance Referrals: Some insurances require a referral from your Primary Care Physician.  

If your insurance requires a referral, it would be written in your contract with your insurance 
company. It is your responsibility to obtain the referral, PRIOR to your 
appointment. You cannot be seen without the referral and your appointment will 
be rescheduled. In addition, due to scheduling purposes, we cannot wait for you to 
make the call when you arrive at the office and we will not call your PCP for you. If 
the insurance company decides not to pay for your claims due to a missing referral, you will be 
responsible for the denied claim. 

 
10. Non Payment (patient): If your account is over 90 days past due, you will receive a letter 

stating that you have 15 days to pay your account in full. Partial payments will not be accepted 
unless otherwise negotiated and documented in the form of a payment plan.  Please be aware 
that if a balance remains unpaid, we will refer your account to a collection agency and you will 
be discharged from the practice until your account is paid in full.  In that case, you will have 30 
days to find another physician, and during that time, your specific doctor at Delaware Eye 
Clinics will only be able to see you on an emergency basis, which will be determined by our 
office. In addition, you will be responsible for all costs associated with the 
collection of your balance including all collection agency fees and attorney’s costs.   

 
11. Missed appointments: Our policy is to charge for missed appointments not canceled within 

24 hours of your appointment. For each missed appointment, there will be a $75.00 
fee.  These charges will be your responsibility and billed directly to you. Additionally, you 
will not be able to receive any further services at our practice until you have paid 
the missed appointment fee. Your future appointments will be canceled and 
cannot be rescheduled until the fee is paid. Please help us serve you better by keeping 
your regularly scheduled appointment. 

 
Our practice is committed to providing the best eye care possible to our patients.  Our prices are 
representative of the usual and customary charges for our area.  Thank you for understanding 
our financial policy.  Please let us know if you have any questions or concerns.  

 
I have read and understand the financial policy and agree to abide fully by its guidelines: 

 
 

__________________________________     Date: ___________ 
Signature of patient or responsible party 

 
_________________________________ 
Please print your name legibly 



 
Acknowledgement of Receipt of Notice of Privacy Practices 

 
I acknowledge that I have received and understand Delaware Eye Clinics’ Notice of Privacy Practices 
containing a description of the uses and disclosures of my health information.  I further understand that 
Delaware Eye Clinics may update its Notice of Privacy Practices at any time and that I may receive an 
updated copy of Delaware Eye Clinics’ Notice of Privacy Practices by submitting a request in writing 
for a current copy of Delaware Eye Clinics’ Notice of Privacy Practices. 
 
_____________________________________ 
Printed Patient Name 
 
 
_____________________________________   ________________________ 
Patient Signature       Date 
 
If completed by patient’s personal representative, please print name and sign below. 
 
 
_____________________________________   ________________________ 
Printed Patient Personal Representative Name   Relationship to Patient 
 
 
_____________________________________   ________________________ 
Patient Personal Representative Signature    Date 
 
 
 

For Delaware Eye Clinics Official Use Only 
 
Complete this form if unable to obtain signature of patient or patient’s personal representative. 
 
Delaware Eye Clinics made a good faith effort to obtain patient’s written acknowledgement of the 
Notice of Privacy Practices but was unable to do so for the reasons documented below: 
 
 Patient or patient’s personal representative refused to sign 

 
 Patient or patient’s personal representative unable to sign 

 
 Other_________________________________________ 

 
_____________________________________ 
Employee Name (printed) 
 
_____________________________________   ________________________ 
Employee Signature       Date 
 


