




DELAWARE EYE ASSOCIATES, P.A. 

FINANCIAL POLICY 

Insurance 

If you have insurance, we will do our best to help you receive maximum benefits.  Insurance is a contract 
between you and your insurance company.  We are not a party to this contract.  We will file insurance 
claims to your insurance carrier(s) if you have supplied us with all the necessary information. Our office 
will not become involved in disputes between you and your insurance company regarding 
deductibles, copayments, covered charges, secondary insurance, “usual and customary” charges, etc., 
other than supply factual information as necessary.  You are responsible for the items listed above, as 
well as any services received. 

Medicare 

We do accept assignment from Medicare.  You are responsible for your Medicare deductible and all 
coinsurance, unless your secondary insurance covers it for you. 

Materials 

Orders for glasses or contacts will not be placed without payment in full.  We do not keep credit card 
numbers on file. 

Cash Services 

We request complete payment be made at time of service.  If you are uninsured, the front desk can 
explain our cash services policies.  We do not accept personal checks. 

 

To Our Patients with Medical and/or Vision Benefits: 

We will be happy to file your insurance claim forms or take assignment on your medical/vision benefits 
as designated by: 

 

Plan(s) of which you state you are a member.  We will do all we can to help you receive maximum 
benefits.  However, in the event that the plan sponsor determines that you are not eligible for coverage 
at the time of service, or makes a determination that you are eligible for a reduced level of coverage, by 
signing this statement you hereby agree to be financially responsible for any and all charges incurred by 
you and not paid by the plan sponsor.  By signing this form, you assign Delaware Eye Associates all 
patient’s rights including, but not limited to, right to payment. 

 

_________________________________________________   _______________ 

Signature of patient or guardian       Date 

 



PRIVACY PRACTICES 

 

1.  Designation of certain relatives, close friends and other caregivers as my personal 
representative: 
 
I agree that the practice may disclose certain health information to a personal 
representative of my choosing, since such person is involved with my health care or 
payment relating to my health care. 
 
Print Name: ______________________________   Relationship: __________________ 
Print Name: ______________________________   Relationship: __________________ 
Print Name: ______________________________   Relationship: __________________ 
 

2. Acknowledgement of Practice’s Notice of Privacy Policies: 
1.The above authorizations are voluntary.   
2.The above authorizations may be revoked by notifying the practice in writing. 
3. The revocation of authorization will not have any effect on disclosures occurring prior 
to the revocation. 
4. I can request a copy of this signed form. 
5. This form was completely filled in before I signed it and I acknowledge that all of my 
questions were answered, and that I understand this form. 

By signing my name below, I acknowledge that I have read or had the opportunity to read if I so 
chose and understand the Notice of Privacy Practices and agree to its terms. 

Print Name:  _____________________________ 

Signature: _______________________________ 

Date: __________ 

 

For Office Use: 

We attempted to obtain written acknowledgement of the receipt of privacy practices, but 
acknowledgement was not obtained because: 

___individual refused to sign 

___an emergency situation prevented us from obtaining acknowledgement: 

___other 


