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1. Acknowledgement of Privacy Practices:
The law requires that Alaska Vision Center, Inc. make every effort to inform you of your rights related to your personal health information. By signing below, I acknowledge that I have read or had explained to me, prior to any services offered, Alaska Vision Center, Inc.’s Notice of Privacy Practice and agree to continue my care with Alaska Vision Center Under the said terms. 
Signature:								Date:			
Representative and relationship of patient:							
2. Insurance Billing Policies:
We are happy to bill your Primary vision or Primary medical insurances for your services on your behalf. Some testing falls outside normal vision coverage and will be billed to your medical insurance. We do not bill secondary insurances unless you have a coordinated benefit already set up with your insurance companies. Your claim will be your responsibility if you give us the wrong insurance information. All charges incurred are your responsibility whether or not your insurance pays any portion. If we do not receive a payment or other notice from your insurance after 45 days of sending in the claim, the balance will become your responsibility. If you are over 18 years old, you are responsible for your payment even if you are using your parent’s insurance. If you are bringing in a minor child for services, you are responsible for all services unless prior arrangements have been made with the legally responsible party. By signing below, I acknowledge that I have read or had explained to me the above Insurance Billing Policies:
Signature:								Date:			
Representative and relationship of patient:							
3. Contact Lens Evaluation Fees:
[bookmark: _Hlk37155149]Contact lens evaluation fees are not covered under your comprehensive eye examination. Both new and long-time wearers of contact lenses require initial and continuous monitoring of their ocular surface. Contact Lens evaluation fees are due in full at the time of the evaluation and include the initial evaluation and up to three subsequent visits in a 90 day period. The fee does not include the cost of your contact lens supply. Contact Lens fees are not refundable if you choose not to complete the process to successful wear. Your contact lens prescription will be released to you after the doctor has determined you are successful with the lenses. By signing below, I acknowledge that I have read or had explained to me the above Contact Lens Fees Policies:
[bookmark: _Hlk37155250]Signature:								Date:			
Representative and relationship of patient:							
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Patient Name:										

4. Non-Covered Services
Part of your routine eye examination is a digital image of the retina that is done annually. The copay for this service is not covered by insurance. This copay is due at the time of service. In addition, there may be other services that are provided that may not be covered by either vision or medical insurances, including Medicare. We will make every effort to make you aware of services that will be out of pocket. By signing below, I acknowledge that I have read or had explained to me the above policy for Non Covered Services:
Signature:								Date:			
Representative and relationship of patient:							
5. Third Party Consent:
Taking this action is entirely voluntary; you are under no obligation to consent to the release of your information to any Third Party:
I authorize Alaska Vision Center, Inc. to disclose information and/or records regarding my medical information and insurance/billing information to the Third Party(s) authorized below:
Authorized person’s name/relation					Phone:			
Authorized person’s name/relation					Phone:			

This authorization expires upon my written revocation of the authorization submitted via fax, email, or mail. 
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