
 FLAGSTAFF EYE CARE FINANCIAL TERMS AND AGREEMENT

*Please initial on all lines with a asterisk. *

Consent to treatment:  I hereby consent any routine procedures, medical treatment, or facility services provided 
under the general special instructions from the attending optometrist. ________ *

Medical consent to treatment:  The Doctors at Flagstaff Eye Care are licensed to provide eye exams that are 
routine and/or medically based. Please be advised that should your routine exam change to a medical exam, your 
doctor will notify you at the time of service. There are several factors that may change your exam to medical: family
history, current medical diagnoses or conditions, chief complaint, pre-test findings, or any conditions that are found 
during the course of the exam.  Medical exams are NOT a covered benefit under your vision insurance plan, 
only under your medical. They may be billed through your major medical insurance and are subject to copays, 
deductibles, and co-insurance which are due at time of service. I am aware that I am able to notify the doctor that if I
do not wish to proceed with the medical exam. At this point, the doctor will refer me to a specialist. ________ *

Receipt/Acknowledgement of HIPAA notice:  I have read and understand Flagstaff Eye Care’s policy of privacy 
practices. If you would like a copy of our HIPAA please ask. ________ *

Contact lens fees:  I understand that contact lenses require separate and additional testing that’s different from the 
eye exam and have additional fees that range from $45-$185. Medical condition lens designs range from $65-$350. 
These fees include: initial fitting/evaluation, a pair of trial lenses (RGP or Specialty Lenses are not applicable), and 
any follow up visit within 45 days of the initial fitting. I understand that should any medical complications arise 
from use of contact lenses (eye infections, abrasions, neglect or over wear issues) my visit will be considered a 
medical office visit and the appropriate charges will apply. ________ *

For New Contact Lens wearers there will be additional charge of $20 for the contact lens training.

Eyewear policies: Our highly trained Opticians will assist you in selecting the perfect frames and lenses that will 
best suit your needs. They will ensure proper fit of your eyewear, whether they are brand new or a previous pair that 
needs a tune-up.  Every pair of glasses is put through a thorough check-in process to ensure accuracy and 
craftsmanship. Any changes or upgrades to eyewear may be made within 30 days from the time of service; the 
patient will be responsible for any cost incurred. ALL cancelations of eyewear orders are subject to a 30% 
restocking fee________ *

Eyewear warranties: I understand that Flagstaff Eye Care will honor Manufacture’s Warranties. ________ *

Frames: There is a one year warranty against Manufacture’s defects. Damage incurred by me or the wearer
may possibly not be covered and will be at the sole discretion of the Manufacture. Also, I understand that 
screws or nose pad loosening is not a defect in more cases. Eyewear requires routine tune-ups which are 
to be done in the optical department. 

Lenses: Lenses that have Premium Anti-Reflective Coatings or Premium Scratch Coatings applied are
warranted by the lab. The warranty will cover a ONE TIME replacement at no charge for up to one year. 

ROUTINE ADJUSTMENTS ARE ALWAYS FREE FOR THE LIFETIME OF YOUR EYEWEAR



INSURANCE FINANCIAL ACKNOWLEDGEMNET

Our practice is dedicated to quality care and exceptional customer service. Therefore, we would 
like to emphasize that as healthcare providers, our relationship is with you, not your insurance 
carrier. Filing insurance claims is a courtesy that we extend to our patients. We are happy to help
you receive the maximum allowable benefits available to you but in order to do so we need your 
assistance and understanding of our payment policy. 

In order to ensure proper claim submission, please provide us with your CURRENT insurance 
plan information prior to your appointment. We will gladly discuss any questions you have 
regarding your insurance to the best of our ability, however you must understand that:

Your insurance policy is a contract between YOU and YOUR insurance company

Flagstaff Eye Care is NOT included in the contract between you and your insurance company. 

I hereby authorize any person/institution rendering care to furnish all facts concerning this claim.
I authorize payment for my vision services to go directly to Flagstaff Eye Care. I authorize 
Flagstaff Eye Care to deposit checks received on my behalf for services rendered. I agree that if 
my employer’s insurance carrier or plan sponsor denies payment of any or all portions of my 
claim, I will be financially responsible for all outstanding charges. In the event that it becomes 
necessary to place any unpaid balance for services rendered to me or my family into collection, I/
we agree to pay any collections fees and any fees accumulated should legal action be necessary. 
Attorney’s fees, filing fees, and other costs the court determines to be proper will be paid by me 
or a representative of my family. Authorization obtained from insurance at time of service does 
not guarantee payment and denied balance will be billed to the patient or guarantor. ________ *

We accept cash, debit/credit cards, and personal check*

* Returned checks will be assessed a services charge of $35 per check.

I understand that if I DO NOT present any insurance information at the time of service, I will be
solely responsible for all charges at that time. Flagstaff Eye Care will not be able to bill my

insurance after the fact. We will be able to supply you with an itemized statement so you may
submit it yourself for direct reimbursement at your insurances allowable reimbursement schedule.

________  *

By initialing and signing this form, I agree that I have read and understand the policies of Flagstaff Eye 
Care.

We thank you for allowing us to service all your eye care needs.

Signature_______________________________________________________ Date_________________


