






Welcome to our office! 
Thank you for choosing our office for your eye care services. Please take the time to complete our 
paperwork accurately and completely. This information is held in complete confidence as part of 
your permanent record and will not be released to anyone unless you authorize its release in 
writing. 

Insurance Information 
There are many types of health insurance carriers who provide many different types of medical 
and vision coverage. Because of this it is impossible for us to know specific coverage and 
benefits for all our patients. This office will do its best to obtain your benefit information while 
you are here; however, should questions arise regarding your benefits it is best for you to contact 
your insurance company directly. As a courtesy we will bill any medical insurance provided by 
the patient but we must have your most current insurance information prior to services being 
provided. As a specialty clinic we will be billing your medical insurance. If you have a 
separate vision plan we will bill that after we bill your medical insurance. 

Payment 
Due to insurance contracts, it is our policy to collect the insurance co-payment, co-insurance 
and non-covered service balances at the time of service. As a courtesy we will bill your 
insurance company for your appointment, however, this is NOT a guarantee of payment. After 
your insurance has processed your claim, you will be sent a statement for any outstanding patient 
balances. Accounts not paid after 90 days will be turned over to Collection Bureau, Inc. (CBI). 
You will be responsible for a monthly interest rate with CBI. 

Important Information Regarding Refractions 
A refraction is the process of determing whether you need glasses and/or contact lenses or if you 
have another problem with your eyes or vision. It is an essential part of the eye examination but 
most medical insurance plans, including Medicare and many other private insurance companies, 
do not cover routine eye examinations and they do not consider the refraction to part of the 
medical eye exam. By law we must bill the refraction charge seperately and it is the responsibility 
of the patient to pay for it. Our office fee for a refraction is $59.00 and we will collect this along 
with any co-payment, co-insurance and non-covered service balances at the time of service. 

Cancellation Policy 
We require a 72 hour notice for appointment cancellations. Appointments not cancelled within 72 
hours will be subject to a $50 service charge. We do understand there will be emergent 
circumstances and will work with our patients in these situations. 
______________________________________________________________________________ 

I acknowledge that I have received a copy of Treasure Valley Eye Center’s Notice of Privacy. 
I authorize the release of any medical or other information necessary to process any claims 
arising from services and materials provided. I also request payment of government or private 
insurance benefits to the physician accepting assignment for the services and materials provided. I 
also understand that I assume financial responsibility for this account and all amounts due 
regardless of insurance coverage. 

________________________________ 
Date 

_________________________________ 
Signature 

_________________________________ 
    Patient’s Printed Name 

________________________________ 
    Relationship to patient if guarantor 


