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As you know, insurance coverage is changing, and your insurance company may not cover all parts of a 

complete eye examination.  Multiple different tests are required for a comprehensive evaluation of the ocular 

system.  In addition to determining vision and the need for glasses, certain other evaluations enable us to assess 

the neurologic function of the eye and test for various eye conditions.  Some insurance companies do not cover 

these tests and payment is required at the time of the visit along with your co-pay.  These tests include the 

following: 

     Refraction  

Sensorimotor Exam 

Fundus Photos 

   

We cannot know whether certain diagnoses will be covered by your insurance company.  We will submit a 

claim.  If it is denied, we will contact you, and you will be responsible for the payment.  These diagnoses 

include, but are not limited to, the following: 

Myopia (near-sightedness)  Blurred Vision 

Hyperopia (far-sightedness)  Headaches 

Astigmatism (irregular curvature of the eye) 

 

Referrals are due on the day of the examination.  If there is no referral, you are responsible for payment.  If we 

do not participate with your insurance company, you are responsible for payment on the day of the examination. 

 

If you have any questions, please feel free to speak with us.  

 

Please sign and date this form to acknowledge your understanding. 

 

Patient Name:  ______________________________________________ 

 

Parent/Patient Signature: ______________________________________ Date:  _____________ 
 

 


