Norman Slusher, M.D., P.A.

Slusher Eye Center

3600 Gaston Ave.

Wadley Tower Suite 964

Dallas, TX 75246
REFRACTION POLICY

Refraction is the process of determining the eye’s refractive error, or need for corrective spectacle and/or contact lenses.  It is Dr. Slusher’s opinion that refraction is an essential part of an eye examination, but it is NOT a covered service by Medicare or most insurance.  Our office fee for refraction is $85.00 and this fee is collected in addition to the patient’s co-pay at the time of service.  Therefore, since refraction is a non covered service, it will not be filed with Medicare.

ACKNOWLEDGEMENT

I have read the above information and understand that the refraction is a non-covered service.  I accept full financial responsibility for the cost of this service.  The co-pay is separate from, and not included in, the refraction fee.

EYE DILATION

Dilating drops, other medications and treatments may impair your ability to drive. It is advisable to arrange for someone to drive you home after your examination.

It has been explained to me and I understand the risk of driving following my eye examination.
PRIVATE INSURANCE/MEDICARE ASSIGNMENT

I authorize any holder of medical or other information about me to release to the Social Security Administration and Health Care Financing Administration, or its intermediaries or carriers, any information needed of this or a related Medicare/Private Insurance claim.  I permit a copy of this authorization to be used in place of the original, and request payment of medical insurance benefits either to myself or to the party who accepts assignment of benefits apply.

Medicare/Private Insurance will only pay for services that it determines to be “reasonable and necessary” under section 1862 (a)(1) of the Medicare law.  If Medicare/Private insurance determines that a particular service, although it would otherwise be covered, is not “reasonable and necessary” under the Medicare/Private Insurance program standards, Medicare/Private Insurance will deny payment for that service.  I believe that, in my case, Medicare/Private Insurance  is likely to deny payment for refractions, refractive surgery, cosmetic surgery, Potential Acuity Measurements (PAM), Brightness Acuity Test (BAT), Schirmer tear test, contrast sensitivity tests, in-patient cataract surgery, and initial hospital care-history and exam, because Medicare/private Insurance usually does not pay for this service(s).

BENEFICIARY AGREEMENT 

I have been notified that the services above may not be covered by my Insurance Carrier.  If Medicare/Private Insurance denies payment, I agree to be personally and fully responsible for payment.

I acknowledge that I have read all of the above or it has been explained to me.
Payment in full is due at the time of service.  
Name______________________________________

Date_______________________________________ 

SLUSHER EYE CENTER

FINANCIAL POLICY

We are committed to providing you with the best possible care.  Please understand that payment of your bill is considered part of your care.  The following is a statement of our FINANCIAL POLICY which we require that you read, agree to and sign prior to any treatment.  We accept cash, checks, money orders, and Visa/Master Card.  Extended payment plans are available with prior approval.
MEDICARE
 As a participating provider for this program, we accept assignment of benefits and will file all insurance claims for you.  You are responsible for full payment of any deductible, any non covered services, and/or co-insurance at the time services are rendered.
HMO/PPO AND OTHER MANAGED CARE

We will file all insurance claims for you.  It is your responsibility to present your insurance card, referral form(s) or number(s) prior to service being rendered.  If you require the services of Dr. Slusher and he is not a participating provider for your managed care plan, you will be held responsible for full payment of your bill.  Also, payment of applicable deductibles, any non covered services, and co-payments is due at the time service is rendered.  At the time of my office visit, I understand my insurance benefits will be verified.  If I am not eligible for services at the time services are rendered, I am liable for all charges in full for services rendered.
U.C.R. (USUAL AND CUSTOMARY RATE)

Our practice is committed to providing the best possible treatment and we charge what is usual and customary for our area.  You are responsible for paying the bill in full regardless of the insurance company’s determination of usual and customary rates.  

EXCEPTION:  Contractual agreements.
Payment in full is due at the time of service.  
DELINQUENT ACCOUNTS

Accounts that are not paid in full or satisfactory arrangements made at the time services are rendered are considered delinquent.  Delinquent accounts may be referred to a collection agency, nationwide credit bureau or to our attorney for further action.

Thank you for understanding our FINANCIAL POLICY.  Please let us know if you have any questions or concerns.

I have read, understand and agree to the above FINANCIAL POLICY.

__________________________________     __________________________________
Patient or Responsible Party                             Date

___________________________________     _________________________________

Witness                                                              Date

