Financial Policies - Margaret A. Hamilton O.D. Inc.
Patient name________________________ Guardian/Parent____​​​​​​________________ Date__________
· Payment for all services, including co-pays and deductibles, is due at the time of service and the responsibility of the adult accompanying a child to the office.  If you do not agree to this, your child will not be seen today.  We do not bill the other parent, regardless of custody or support agreements, even if they are the insurance policy holder.  Co-pays + deductibles are paid on the same day, otherwise you agree to a $35.00 billing fee add-on. 
· We accept cash, Debit, Visa, Mastercard, Discover, American Express, and CareCredit. Personal checks are accepted with proper I.D. drawn on banks in Ohio.  We do not take HSA checks (debit cards okay). Our bank uses ChecXchange service; if any check is returned for any reason, you expressly authorize your account to be electronically debited or bank drafted for the check amount plus any fees. The use of a check is your acknowledgement and acceptance of this policy and its terms and conditions.  Please include the following on your check: Full Name, Address, and Phone.

· Ophthalmic Materials Cancellation Policy:  Custom lens materials made to your prescription require a 50% down payment, which will be forfeited if glasses are not picked up within 180 days after finished or are cancelled for any reason by the patient. The total family account balance must be paid in full when you pick them up. Because your order is placed electronically with the lab, immediately, they are not cancellable. 
· Satisfaction policy on glasses. Further testing to reach a solution to your vision needs is billed as an additional office visit. During the first 60 days, we will order your glasses to a different prescription and you will pay any additional laboratory costs, if any, for lens design upgrades, material changes, vision insurance extras, or miscellaneous lab fees.  Refunds are not given.  All sales final. No refunds.  (Note: progressives usually have no remake costs within a 90 day adaptation period.)
· In-network medical plans: Anthem/BlueCross, Cigna, Medical Mutual, Medicare, Medicaid, Premier Health. MultiPlan. Humana Military-Tricare Prime, Active Duty Family
· In-network vision care defined benefit plans:  Vision Service Plan – (Signature plan only – not Choice plan), Vision Care Plan, Humana Military.  Patients must tell us they are using insurance prior to being seen; otherwise, all fees are private pay and we cannot retro-actively file your claim.  Frame and/or lens orders using these insurances are non-cancellable, no changes, NON-RETURNABLE. Co-pays and overages are not refunded. We are out-of-network for all other vision care discount plans and will be available to help you file for your reimbursement.
· If any insurance company does not pay your claim for any reason, you agree to pay the balance due within 15 days of statement. Your also agree to pay a service charge of 1.5% per month (18% APR) will be added to your account past due.  If your account is delinquent, placed out to a collection agency, you agree to pay the 50% fee for that service.  You will pay court costs for small claims court action.

· Examination of the eyes and vision is coded either as routine (filed with vision plan), or medical (filed with your medical insurance). This determination is based on reason for visit, CPT procedure code, and ICD-10 diagnosis coding laws and cannot be based on patient preference or requests.  Note that vision plans and medical insurance typically do not cover vision therapy, or related learning-related vision problems testing.
· Missed appointments:  Your record will be marked “NO SHOW” for any appointment missed with less than 24 hours’ notice.  Monday appointments must be cancelled by the same time on the previous Friday to qualify as 24 hours.  For the second No Show, you agree to pay $50.  For a third occurrence, the fee is $75 and may result in dismissal from the practice.
I have read, understand, and agree to these policies.
____________________________________________       _____________________                            form 02/2018
Signature 






Date
