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715 Main Street, Tell City, IN 47586     phone 812-547-3396 fax 812-547-5272

For Medicare Recipients:

Medicare may deny payment of the services listed below and in signing this you agree to the following statements:

__xx__I understand that Medicare does NOT pay for lenses and frames unless cataract surgery has been performed. (They will only pay for the first pair following the surgery)

__xx__I am also aware that Medicare will only pay $67.85 towards the cost of frames after cataract surgery, and that any amount in excess of this is considered my responsibility.

__xx__I accept that Medicare may not pay for services for the reported condition(s) though the doctor may require the service for proper diagnosis of your case.

__xx__I accept that Medicare may consider my visit(s) and excessive service.

__xx__I am also aware that Medicare does not pay for refractions ($22.00) (coded 92015 QB WN on your explanation of benefits.) This charge is the responsibility of the patient and is to be paid at the time of service.

I hereby authorize Burris, LeClere, and Labhart Eye Center to file for Medicare benefits on my behalf. I understand that I will be responsible for any deductibles, co-payments, denied services, or refraction services (where applicable)
For Medicaid Recipients:

The Indiana Health Coverage Program provides preventative eye examinations to eligible individuals once every year for members 21 and younger, and every two years for those over 21. It also provides medically necessary ophthalmic materials to eligible individuals once every year for those 21 and younger, and every five years for those over 21.
If our claim for reimbursement is denied due to your ineligibility because you have received glasses and/or an exam paid for by the program during the time frame stated above, you agree to assume full responsibility for the cost of services and materials provided. If you are subject to a spenddown amount, and have not met your spenddown prior to being seen, you also agree to pay the unpaid portion within 30 days of receiving notification that your claim was unpaid.

Optional Materials: You are hereby advised that the Indiana Health Program allows individuals to purchase non-covered options and/or services when paid for in advance of ordering. Non-covered options include, but are not limited to: Anti-reflective lenses, Photochromatic lenses, Progressive lenses (no line bifocals), Tinted lenses, Polycarbonate or High Index lenses, Non-covered frames, contact lenses, or Contact Lens Services, and other non-covered items.

Additional Insurance Coverage: Persons with other insurance in addition to The Indiana Health coverage must submit that insurance information in order for that insurance to be filed prior to The Indiana Health coverage. Failure to do so will place all financial responsibility on you, the patient.

The use and disclosure of your health information for treatment purposes not only includes care and services provided here, but also disclosure of your health information as may be necessary or appropriate for you to receive follow-up care from another health professional. Similarly, the use and disclosure of your health information for purposes of payment includes our submission of your health information to a billing agent or vendor for processing claims or obtaining payment; our submission of claims to third party payers or insurers for claims review, determination of benefits and payment; our submission of your health information to auditors hired by third-party payers and insurers, among other aspects of payment described in our Notice of Privacy Practices.
___________________________________________________________________________________________________________________________
For All Patients:

When you sign this consent document, you signify that you agree that we can and will use and disclose your health information to treat you, to obtain payment for our services, and to perform health care operations. You can revoke this consent in writing at any time unless we have already treated you, sought payment for our services, or performed health care operations in reliance upon our ability to use or disclose your health information in accordance with this consent. We can decline to serve you if you elect not to sign this consent form. You have the right to ask use to restrict the uses or disclosures made for purposes of treatment, payment or health care operations, but as described in our Notice of Privacy Practices, we are not obligated to agree to these suggested restrictions. If we do agree, however, the restrictions are binding on us. Our Notice of Privacy Practices describes how to ask for a restriction. A copy of the HIPPA Notice of Privacy Practices was offered and/or provided to me.
Signing this consent form also signifies that you agree to pay in full for any and all services and or materials you receive or we order on your behalf from Burris, LeClere, and Labhart Eye Center. Patients with insurance are responsible for all co-pays, overage amounts, options, and charges declined by the insurance company. A finance charge of 1.5% monthly (18% annual Percentage Rate) will be charged on any past due balance should the amount become 90 days delinquent. If the account is assigned to a third party agency for collection, I understand that a collection charge of 33 1/3% of the unpaid principal at the time of assignment will be added to the amount to cover the cost of collection and administrative fees. I agree to pay this collection charge, plus interest, court costs, and attorney fees if applicable.

I also give permission to share information pertaining to my care to the following person(s):

1:_______________________________________    2:______________________________________   3:_____________________________________
By signing this document, you signify that you have read and agree to the statements listed above. You can revoke this agreement in writing at any time prior to treatment. Your signature will remain on file indefinitely, unless revoked by you or your representative.

____________________________________________               ______________                  If Guardian what is your relationship to the patient:       
Patient Signature or Parent/Guardian Signature                      Date
_________________________________________                   ______________                    □Parent    □Grand Parent   □POA      Other______________

  Printed Patient’s Full Name                                             Date Of Birth
