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Authorization/Responsibility Agreement:
● I understand that my portion is to be paid at the time services are

rendered. The undersigned will be responsible for any bill incurred in this
office regardless of insurance. In the event a claim is denied I am
responsible for the fees.

● I acknowledge that I have had the chance to review and agree to the
terms and conditions of the Notice of Privacy Practices and upon request
I may have a copy.

● I understand I am responsible for obtaining a referral if required.

● I understand that screening tests may not be covered by my insurance
and that I will be responsible to pay in full for these tests.

● I understand I am responsible for the contact lens evaluation fee, and
insertion and removal fee (if required) at time of service.

● I understand once my prescription is finalized I am entitled to receive it.

● Professional services are not refundable and all product sales are final.
Any returns that are approved may be subject to a restocking fee.

○ I understand that due to being a custom made product my eyeglass
order may not be eligible for any refunds or returns.

● I understand Primary Eyecare is not responsible for any damages or loss
if I choose to use my own frame for new lenses.

○ Primary Eyecare Associates is not responsible if my frame is
damaged during adjustments.

● I authorize payment from my insurance to be paid directly to Primary
Eyecare Associates. I understand that billing any out of network insurance
will be my responsibility. I understand that all benefits quoted to me are
not a guarantee of payment by my insurance company and that final
determination can only be made when the claim is processed.

Patient Name:_______________________________Date: ____________

Patient Signature | Guardian/Guarantor Name & Signature (if applicable):
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