Q’ Premier Vision Partners - Financial Policy

It is the policy of Premier Vision Partners that payment is due at the time of service unless financial arrangements are
made in advance. We require all patients to pay their deductible, co-pay and/or coinsurance at each visit. Cash, check, debit
card, MasterCard, Visa, Discover, American Express, as well as Care Credit are acceptable forms of payment. A credit card is
required for all on-line and telephone orders.

A $35.00 ‘non-sufficient fund’ fee will be added for all returned checks. Any account not paid in full within sixty days will
automatically have a 1.5% per month service charge (18% per annum) added. Should your account be turned over for
collection, you will also be responsible for any costs incurred, including a $40 collection fee added to the balance.

If there is any money owed back to you, Premier Vision Partners will issue a refund once all balances associated with
the account are cleared. This includes any amount still outstanding with you, your insurance company, and/or products ordered.
All refunds are subject to review and may take up to 30 days to reflect on your credit card statement or receive via check. All
refunds must be issued back to the Guarantor and/or Insurance policy holder unless there are specific circumstances preventing
this to be performed. All returns are subjected to a restocking fee of 25%. All returned contact lens must be in original,
unopened packaging. If the package is opened, written on or damaged, we will not be able to accept the product and the return
will be denied.

All patients wearing contact lenses receive tests and follow-up care above and beyond a comprehensive exam. This is
referred to as a “Contact Lens Medical Evaluation” and is performed on all patients wearing contact lenses every 12 months
whether or not new contact lenses are purchased. There is an additional charge for this service. Most insurance plans do not
cover contact lens related charges.

Insurance Information:
-We are currently participating providers with the following insurance companies:

AARP Blue View Vision (EyeMed)
Aetna Cigna Vision (VSP)
Assurant Health EyeMed (most plans)
Blue Cross Blue Shield (most plans) Humana Vision (Vision Care Plan)
Care Improvement Plus United Health Care Vision
Carpenters Local 713 Vision Service Plan (VSP)
Cigna
Cigna HealthSprings

EHA . . .
ﬁumana *Please be aware: We are NOT automatically in network with
IBEW your vision plan just because we are in network with your
Medicare (most Medicare supplemental plans) medlqal plan. Plgase see an associate if you have any
Teamsters/Central States questions regarding your insurance coverage.

United HealthCare
United HealthCare Medicare Advantage
United HealthCare River Valley Plus

We file your insurance as a courtesy to you. Because of the many plans available, even under the same carrier, it
is impossible for us to know what your exact coverage is. It is therefore your responsibility to provide proof of insurance at
the time of check-in and to be aware of your coverage. If the correct insurance is not provided at the time of service, it will
become your responsibility to file for reimbursement through your insurance company. PROVIDING INSURANCE
INFORMATION DOES NOT GUARANTEE COVERAGE AND ULTIMATELY, YOU ARE FINANCIALLY RESPONSIBLE
FOR THE SERVICES RENDERED AND PRODUCT RECEIVED AT THE TIME OF SERVICE. You agree, in order for us
to service your account to collect any amounts you may owe, we may contact you by telephone at any telephone number
associated with your account, including wireless telephone numbers which could result in charges to you. We may also
contact you by sending text messages or e-mails, using any e-mail address you provide to us. Methods of contact may
include pre-recorded/artificial voice messages and/or use of an automatic dialing device, as applicable.

Thank you for your understanding and for your cooperation regarding our financial policy. We hope this financial
simplification will allow us to continue to provide the ultimate in eye health and vision care to you and your family.

I have read and understand the above financial policy. I realize that the final responsibility for payment of fees lies with
me, the patient and/or parent/guardian. | also authorize payment of benefits to Premier Vision Partners if agreed upon

at the time of service. | agree that this office and/or a collection agency may contact me/us as described above.

Patient Name Patient Signature Date

Parent/Guardian Name (if patient is a minor) Parent/Guardian Signature Date



