
 
 

1 
 

Financial Policy & Procedures Agreement 

Version: 08/15/2020 

 

I. Introduction 

The physicians and staff at Chicagoland Advanced Retina Care Ltd. are 

committed to providing the highest quality medical care to our patients.  

Please review our financial policy and your specific insurance plan to 

determine what your financial and referral responsibilities are as a patient of 

a specialty eye practice.  

Our staff is available to answer your questions. However, we cannot know 

specific coverage information for all insurance plans. 

II. Insurance Coverage 

- We participate with Medicare, Medicaid, and most insurance plans.  

- Please have your specific insurance plan information ready for us when 

you arrive for your appointment. 

- We do not participate with any vision plans. 

- Please check with your insurance plan to see if we are in the network. 

- We will submit claims to both your primary and secondary insurance 

carriers. 

- All insurance information will be reviewed at each appointment.  

- Please bring your insurance cards and your photo I.D. with you.  

- It is your responsibility to update our records anytime your insurance 

coverage changes. 
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III. Co-Payments, Referrals, and Non-Covered Charges 

- Please check in advance if your insurance requires a referral for specialty 

eye care services.  

- If your insurance has assigned you a co-pay amount, that amount, and 

payment of all non-covered services are due at the time of service.  

- If your insurance plan requires you to meet an annual deductible, you will 

be responsible for payment in full on the date of service until you have 

met your deductible. 

IV. MEDICARE B  

- Each calendar year, you will be responsible for payment-in-full on the date 

of service until you have met the annual Medicare Part B deductible.  

- After that time, you will be responsible for 20% of covered services at 

each visit unless you have a secondary insurance to Medicare Part B.  

V. Non-Covered Services  

-  Some services may not be covered by your insurance.  

-  Examples of non-covered services include, but are not limited to, 

refractions, contact lens evaluations, contact lens products, and eye-related 

vitamins.  

-  Refraction is a procedure to determine your vision correction needs and 

to prescribe your lenses.  

-  This is not a covered service by Medicare and most other insurances.  

-  Therefore, you will be responsible for payment when this service is 

provided.  

-  We charge $40 for refraction procedure with eyeglasses prescription. 
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VI. Insurance referrals 

- Chicagoland Advanced Retina Care Ltd. is a specialty ophthalmology 

practice.  

- All HMO and other Managed Care Insurance Plans require their members 

to secure a referral from their primary care provider to pay for services.  

- Without a referral, you will be responsible for payment of all services 

denied by your insurance. 

- All referrals should be received by our office in advance of your 

appointment. 

- If you have not secured the appropriate referral at the time of your 

appointment, we will ask you call your PCP before you are seen to obtain 

the necessary information or complete a waiver form. 

- You may also reschedule your appointment until your insurance referral 

requirements are met.  

VII. Self-Pay or Commercial Insurance Plan 

- Patients who do not have insurance and/or have plans which we do not 

participate will receive a substantial discount on the cost of services, but 

are required to pay 50% of the charges in full at the time of service.  

- All subsequent visit charges will be due in full at the time of service unless 

arrangements are made in advance with our in-house finance department.  

- A courtesy claim can be sent to your out of network insurance upon 

request.  

- We accept cash, checks, and most major credit and debit cards.  

- Our physicians are committed to providing for your eye care needs and 

our billing office can assist any patient who is experiencing financial 

hardship.  
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- At the time of your visit, ask to speak with a member of our billing staff, 

who will work with you to set up a payment plan to meet your needs. 

VIII. General Policies 

- Each patient is responsible for his or her own bill. Payment of all insurance co-

payments, co-insurances and deductibles are to be paid in full at each visit and prior 

to any surgery. Your insurance policy is a contract between you and your insurance 

company. We accept cash, checks and major credit cards. 

- As a courtesy, Chicagoland Advanced Retina Care Ltd. will file claims to your 

insurance carrier(s). To accomplish this, you must provide all insurance policy 

information to our office. If the insurance company(s) that you designate is incorrect, 

you will be responsible for payment of the visit. Your bill is your responsibility, 

whether your insurance company pays or not. 

- “Self-pay” patients, patients with limited health insurance, patients with insurance 

plans we do not participate in, or patients with insurance plans with very high 

deductibles can elect for a discount on services, but are required to pay 50% of 

services rendered at each visit in full at the time of service. This does not constitute a 

denial of care. For patients who require extended treatments, payment arrangements 

are available and can be made with our office prior to any medical evaluation, 

procedure, or treatment. 

- Bills unpaid for more than 60 days will be turned over to a third party and/or 

collection agency. Additional fees will be incurred in the collection of any outstanding 

balances and may also result in your dismissal from the practice. 

- As a specialty group, some insurance companies require that an authorization or 

referral be obtained prior to your visit. It is your responsibility to know if your 

insurance requires this and to obtain the referral/authorization. If this is not done by 

the day of your appointment, you will be asked to reschedule, pay the full amount 

and seek reimbursement from your insurance carrier, or elect for a service discount 
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as stated in #3 of this form. If a claim is rejected because a valid authorization or 

referral was not in place, the full cost of the visit will be your responsibility. 

- A $35.00 fee will be charged on all returned checks and stop payments. A $20.00 fee 

will be charged for printing of medical records plus a $0.35 per page fee.  

- A $25 service fee will be charged to complete forms including, but not limited to, 

disability forms or Department of Motor Vehicle forms. Payment is due prior to return 

of completed forms to you. This charge is not covered by your insurance company. 

Please allow 7 to 10 business days for completion of forms. 

- We charge $40 for refraction services which is a non-covered procedure to determine 

your vision correction needs and to prescribe your lenses. Refraction is not routinely 

covered by medical insurance plans. 

- We do not accept or participate with vision insurance plans.  

 

IX. Financial Policy Signature Section 

- AUTHORIZATION TO PAY BENEFITS: I authorize and direct said agency or insurance 

company to pay benefits, or insurance payment on my behalf, directly to Chicagoland 

Advanced Retina Care Ltd. for professional services rendered. I understand this in no 

way relieves me of my personal responsibility for paying my responsible portion when 

a statement is rendered. It is understood that the signing of this form does not 

prohibit customary monthly billings. 

- The information provided by me to Chicagoland Advanced Retina Care Ltd. is true to 

the best of my knowledge. 

- I certify that I (or my dependent) have insurance coverage as stated above and 

agree to have insurance payments made directly to Chicagoland Advanced Retina 

Care Ltd. to be applied to my account for services rendered.  
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- Chicagoland Advanced Retina Care Ltd. will file insurance claims for all reimbursable 

services to your insurance carrier. I authorize the release of medical information to 

my insurance company necessary to process my claims. 

- I authorize Chicagoland Advanced Retina Care Ltd. to collect payment from my 

insurance carrier(s)for any medical or surgical benefits received. 

- I understand that I am responsible for all deductibles, co-payments, coinsurance, and 

non-covered services amounts for the services rendered. 

- I understand that I am financially responsible for all charges incurred if my insurance 

denies payment.   

- I am aware there may be additional collection and/or attorney’s fees if my account is 

referred for collection.  

- For patients covered by Medicare the patient will be responsible for 20% of the 

Medicare allowable charges plus any deductibles, coinsurance and uncovered charges 

that apply. 

 

_______________________________________________________________ 

Patient’s signature         Today’s date 

 


	Patient’s signature         Today’s date

