FINANCIAL POLICY
Hi-Line Eye Care, PLLC

Regarding Insurance when we are a participating provider:

All insurance information must be presented at the time of service in order to bill the insurance company. If insurance is not presented at the time of service, the patient will be given an itemized receipt to submit to insurance and charged our usual and customary fees. It is important to remember that the insurance relationship is between the patient and the insurance company, not between the provider and insurance company. The patient is responsible for all charges, whether the insurance company pays or not. 
Billed charges are due upon receipt. Please be aware that some, and perhaps all, of the services provided may be non-covered services and not considered reasonable and necessary by your medical or vision insurance company.  Any courtesy fee reductions for services or materials cannot be combined with any insurance plan.

Regarding Insurance when we are NOT a participating provider:

The patient agrees to pay usual & customary fees in full at time services are rendered.  We will provide the patient with an itemized receipt to submit to insurance.  Although the patient will be using “out-of-network” benefits, most insurance companies will reimburse fully or partially, depending on the plan. Hi-Line Eye Care, PLLC will assist in providing the required codes, but it is ultimately the patients responsibility to check with their Insurance Company for proper reimbursement.

Non-refundable Materials (including glasses, contact lenses and low vision devices):
All prescription optical materials are customized and fabricated specifically for each individual patient. A down payment of 50% is required upon initial ordering and the remaining 50% is due when the product is received. Fees for these materials are non-refundable, and once ordered, become the financial responsibility of the patient. All materials become property of Hi-Line Eye Care, PLLC after 60 days

Delinquent Accounts/Service Charges:

There will be a $30 service charge for any returned checks. Cash, money order, or a credit card will then be required for payment.
Failure to pay within 90 days will result in the balance transference to a collection agency.  I agree to pay all costs of collection including reasonable interest, reasonable attorney’s fees (whether or not a lawsuit is filed) and reasonable collection agency fees in the amount of 33 1/3% of the balance due. I further agree to pay expenses of restocking, special order, repossessing the goods, selling them, and all fees, costs and expenses of any other efforts to collect what I owe to the fullest extent allowed under applicable law.

I have read the Financial Policy. I understand and agree to this Financial Policy: 
X __________________________________________________________ Date_________________
Signature of Patient or Responsible Party 
FULL PAYMENT IS DUE AT TIME OF SERVICE. WE ACCEPT CASH, CHECK, VISA, MASTERCARD, OR AMERICAN EXPRESS. 








