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RETINA CENTER P.C. Denver Retina Center, P.C.
FINANCIAL POLICY
(Print clearly & press firmly in black)
Today's Date:
Patient Name: Date of Birth: SSN:

We are committed to providing you with the best possible medical care. Ifyou have medical insurance,we would like to help you receive the
maximum allowable benefits. Inorder to achieve this goal,we will need your assistance and understanding of our financial policies. Please
carefully review this information and sign/initial where indicated. Currentinsurance cards must be presented to the office at each visit.
Any changes to personal information must be given to the office immediately.

ASSIGNMENT : Irequest that payment of authorized insurance, Medicare, and Medicaid benefits be made payable to Denver Retina Center,
P.C. onmy behalffor services furnished to me. This assignment will remain in effect until revoked by me inwriting. A photocopy of this
authorizationshallbe considered as effective and valid as the original. nthe event that my accountisturned overtoacollection agency, |
agree to pay allreasonable costs of collection and understand that | may nolongerbe a patient atthis office.

(Initial) I have read and agree to the above statement.
CO-PAY/COINSURANCE/DEDUCTIBLE: | understand that my primary insurance willbe billed; billingsecondary insuranceisacourtesy only
and lam ultimately responsible for assigned co-payme nts, coinsurance and deductib le amounts by primaryand/orsecondary insurance.
Tertiaryinsurancebillingremainsmyresponsibility.

______ (Initial) I have read and agree to the above statement.
RELEASE OF INFORMATION: lauthorize the holder of medical information about me to release any and all information to Centers for
Medicare and Medicaid Services, itsagents, my insurance carrier{s), orotherentities asneeded to determine these benefits orthe benefits for my
dependents or myself.IfIhave health insurance coverage underan HMO, lauthorize Denver Retina Center, PC.to release information
concerning my diagnosis and treatment tomy primary careor referring physician aftereachvisit.

(Initial) I have read and agree to the above statement.
REQUESTS FOR INFORMATION: Should Ireceive any requests from my insurance company in regards to my services at this office,| must
respond to thatcorrespondence immediately,in order to have the claim processed and paid.

(Initial) I have read and agree to the above statement.
SELF-PAY:: Self-pay and previous balanceamounts are due and payable at the time of service.lnsurance co-payments are mandated by your
insurance company and MUST be paid at each visit. Patients with insurance claims pending willbe sent statements for the full amount
dueuntiltheaccountissatisfied.| agree thatifthe insurance company denies benefits forany reason, lamresponsibleforthe full amountowed
forservices provided

(Initial) I have read and agree to the above statement.

WORKERS' COMPENSATION: | willprovideapproval/authorizationbythe Workers' Compensationcarrier atthe initial visit. Ifthe claimis
deferred, the private medical insurance will be billed. lunderstand ifthe claim isdenied, Iwill be responsible for paymentinfull. Ifthe
claimisinlitigation,averification ofthisfrom anattorney and/orthe Workers'Compensation carrierwillbe provided to this office.

(Initial) | have read and agree to the above statement.

RETURNED CHECKS: I understand and agreeto pay a returned check charge of $35.00foreach check that isreturned forany reason. I agree
to pay the amountofthe check plusthe service charge within 30 days of receiptof notification.

(Initial) I have read and agree to the above statement.
PRIVACY POLICY: Ihave beenmade aware ofthe privacy policy of Denver Retina Center, P.C. and have received (orreviewed orbeen giventhe
option toreceive and review) a copy of the Notice of Privacy Practices.
I have read and agree to the above information and I, the undersigned/patient, am ultimately responsible for the fees.

PRINT NAME: SIGNATURE: DATE:
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