
                        Welcome to Our Office 

Financial Assignment, Agreement and Acknowledgment 

The mission of Midwest Eye, PC. is to provide exceptional eye care services, products and knowledge to our patients in a 

comfortable, professional environment through our highly skilled, educated and caring staff.  

Please read the following carefully, sign and date. 

1. I understand and agree that payment in full is expected to be paid at the conclusion of each visit. If Midwest Eye participates in my insurance, all 

copayments or non-covered items are expected to be paid in full at the end of my visit. I understand that I will be billed for any unmet deductible, 

copayments or fees determined by my insurance to be my responsibility, to be paid to Midwest Eye upon receipt. 

 

2. I request that payment of authorized Medicare and/or insurance benefits be made on my behalf to Midwest Eye for any billable services furnished. I 

authorize Midwest Eye to release medical information about me to the health care financing administration, its agents, or any insurance carrier I may 

have, any information needed to determine these benefits or the benefits payable for related services.  

 

3. I understand I am responsible for providing all accurate insurance information, driver’s license and/or state ID to Midwest Eye prior to all visits and 

that inaccurate or lack of information can result in denial of payment, and I will be billed the balance due, payable upon receipt. Inaccurate 

information resulting in the need to resubmit my claim will require a $50 fee to resubmit, providing Midwest Eye is a provider with my new plan. 

 

4. I understand that I am financially responsible for all charges not paid by my insurance. Some companies pay fixed allowances for certain procedures 

and others pay a percentage of the charge. It is my responsibility to pay any deductible amount, co-insurance, or any other balance not paid by my 

insurance. For any out-of-network vision plans (including vision coverage directly through medical insurance), Midwest Eye will supply an invoice for 

me to submit for reimbursement. 

 

5. If Midwest Eye has not received a response from insurance within 60 days of submission, I will be billed for any balance due with payment due upon 

receipt. 

 

6. If, during an examination, a medical diagnosis is found and is a condition that will need to be monitored and/or treated, additional visits will be billed 

to any primary medical insurance with which we are participating providers for rather than an associated vision plan. All applicable specialist co-pays, 

deductibles, and coinsurance may apply. Your vision insurance can still be utilized for glasses or contact lenses as eligible. 

 

7. I agree to work with the doctor to create a plan to monitor my eye health which may include treatments and/or procedures considered necessary by 

the doctor. I understand that, while the doctor will explain the testing and reason for testing, fees may not be discussed in the examination room. I 

understand that examinations are recommended on a yearly basis, but that, dependent on the diagnosis, I may be required to return more 

frequently to monitor my eye health.  

 

8. If my account becomes assigned to a collection agency, I agree to pay all costs of collection, all agency fees, all court costs, and all attorney fees as 

allowed by law, payable to the collection agency. Returning to care after collection will require a minimum retainer of $100 to be paid prior to any 

visit and will be used towards any balances on your account.                                                                                                                                                   

 

9. I understand that there is a fee of $50 for any checks returned. Return check fees are assessed on any bad/returned check including ACH payment 

plans. $50 will be assessed on each occurrence.                                                                                                                            

 

10. Your appointment time has been reserved just for you. If you cannot keep your appointment, we ask that you give us a minimum of two business 

days’ notice so that we can offer your time slot to someone in need. If that notice is not given there will be a $50.00 charge. 

 

I understand that this serves as my signature on file for the duration that I am a patient with Midwest Eye, PC. 

 

____________________________________________________________________________________________________________________ 

Signature                                                                    Date                                     Printed Full Name                        Relationship to Patient 

  



AUTHORIZATION FOR RELEASE OF 

IDENTIFYING HEALTH INFORMATION  

 
 

Tammy Twait, Privacy Official 
 

 

Patient Name __________________________________________ 

 

Patient Address  ________________________________________  

 

Patient Phone Number ___________________________________ 

 

Midwest Eye has Notice of Privacy Practices available to read in office (request at front desk) and on our website 

at www.midwesteye.net. 

 

___ I read or was given the opportunity to Midwest Eye, PC’s Notice of Privacy Practices prior to my appointment. 

___The Notice of Privacy Practices could not be read due to the emergent nature of my care. I understand how to 

access this information. 

___I understand I will have access to the patient portal thru the www.midwesteye.net website and can forward any 

correspondence thru this portal safely. 

 

I authorize Midwest Eye to release my personal health information identifying me to the person or persons listed 

below: 

 

Name and phone # of recipient, relationship to patient  

 

____________________________________________________ 

____________________________________________________ 

 

 

Midwest Eye’s Notice of Privacy Practice is available in office and on our website @ www.midwesteye.net   

 

I HAVE READ AND UNDERSTAND THIS FORM.  I AM SIGNING IT VOLUNTARILY. 

 

____________________________________ ________________ 

Patient         Date 

 

If you are signing as a personal representative of the patient, please indicate your relationship. If you are signing 

for a minor, you attest that you have legal authority to make medical decision for the minor and consent to such 

care.  Please indicate any other parent, step-parent, guardian or other individual(s) authorized to make medical 

decisions for the minor.   

 

_______________________________________ ___________________________ 

Representative      Relationship to Patient 

 

__________________________________________________________________ 

Other individuals authorized to make legal decisions for the minor 

_______________________________________ 
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