Patient Financial Policy

Thank you for choosing us as your vision provider. We are committed to providing you with the best possible medical care at the lowest possible cost. The following information is to familiarize you with our billing policies:

• Full payment for services is due at the time services are rendered. As a courtesy we will bill your vision or medical insurance. Please Note: Both Vision and Primary Medical Insurance
Information is required prior to your visit. Some of the procedures performed as part of your eye exam may be medical procedures which are covered under your medical

insurance, not your vision insurance. Your medical plan may require you to pay a co-pay, deductible, or co-insurance at time of service. If you prefer not to have your medical insurance billed, payment will be required at time of service for any medical procedures performed. You will be provided a receipt to obtain reimbursement from your medical insurance company.

• If a referral is required by your policy, it will need to be received prior to your

appointment.

• If your vision or medical insurance company was billed and payment is not received

within 45 days, the balance will be transferred to the patient’s responsibility and you will be billed. It is the patient’s responsibility to obtain payment from the insurance company or
negotiate a settlement on any disputed claim. Any portion of the bill not paid, or denied, by the

insurance carrier, will be the patient’s responsibility.

• You must inform our office if you have a new insurance carrier or if the insurance carrier has located to a new address. Please bring your insurance cards with you for your appointment. In the event that your insurance coverage, or our plan participation changes, to a plan where we are not participating providers, you will be responsible for payment of all fees at the time service is rendered.

• We will bill secondary insurance if we are contracted with your secondary insurance carrier. If we are not, we will bill you for the remaining amount due after your primary insurance carrier has paid your claim. If you need to submit to your secondary insurance for reimbursement, use the Explanation of Benefits (EOB) from your primary insurance carrier and the statement of services provided at your visit to bill your secondary insurance.

• Upon receipt of payment from your insurance company, you will receive a statement showing your balance due. Payment is expected immediately. For your convenience, we accept most major credit cards. All services provided are eligible to be paid for through your pre-tax medical account if you are a participant.

• In the event your bill is not paid, your remaining balance may be referred to an attorney for

Collection

• This office reserves the right to change its fees at any time without prior notice.

• A finance charge of 25% will be added to any balance over 90 days.

• A missed appointment fee of $75.00 will be billed for any appointment not cancelled within 24 hours of the appointment time.

________________________________________        _______________________

Signature of Patient or Responsible Party                                         Date

AUTHORIZATION TO RELEASE INFORMATION AND ASSIGNMENT OF BENEFIT

I understand and agree, (regardless of my insurance status); that I am responsible for all medical expenses and agree to pay any expenses not covered by my Insurance Carriers. I understand that after my vision or primary carrier has paid or rejected payment, I am responsible for the remaining balance on my account for any professional services rendered. I have read all the information in this packet and have completed the questions; I certify this information is true and correct to the best of my knowledge.

Patient Name__________________________________

Address _______________________________________________
City _____________________________ State ________  Zip Code ____________

Email ___________________________________Cell Phone_____________________

Home Phone ________________________ Martial Status Single / Married / Other

Employer _______________________________ Work Phone_______________________

SSN _______ - _____ - _______ Date of Birth _____/_____/_____ Age _____ Sex  Male / Female

Primary Insurance __________________ Secondary and/or Vision Insurance____________________














Primary Policy Holder Name________________________ Relationship to Patient_________________

Information of Primary Policy Holder if different from above:

Address ______________________________________________

City _____________________________ State ________  Zip Code ____________

Email ___________________________________Cell Phone_____________________

Home Phone ________________________ Martial Status Single / Married / Other

Employer _______________________________ Work Phone_______________________

SSN _______ - ____ - _______ Date of Birth _____/_____/_____ Age _____ Sex  Male / Female

Consent for Treatment

I as the patient or legal guardian authorize the Insurance Carrier to make checks for medical expenses due me payable to the Physician or associated practice. I also authorize the release of any information regarding treatment to the Insurance Carrier. I further understand that I am responsible for all medical expenses and agree to pay any expenses not covered by the above Insurance Carriers. I understand that after my vision or primary carrier has paid or rejected payment, I am responsible for the remaining balance.
*Payment Terms Noted*

X__________________________________________________ Date ______/_______/______

Please present insurance cards with this form.


MEDICAL HISTORY
_____________________________         _______________                     _____________

    Patient Name (please print)

           Date of Birth                            Today’s Date



MEDICAL HISTORY, CONTINUED









MEDICAL TESTS AUTHORIZATION

DIGITAL RETINAL IMAGING is a new technology that allows instant viewing of retinal images by the doctor and the patient. This computerized technology aids us by establishing baseline images of the inside of your eyes. We can then compare this image with future images and carefully observe any normal or abnormal changes. We believe this will promote earlier diagnosis of many abnormal vision conditions, some of which can result in permanent vision loss if not caught and treated in a timely manner. 

FDT VISUAL FIELD ANALYZER electronically measures retinal function and sensitivity to light. This measurement assists us in the early detection of many disorders including brain tumors, glaucoma, stroke, diabetic retinopathy, and retinal detachments. 

We strongly encourage all of our patients receive these medical tests yearly. It is especially important for patients who have:

· Headaches



-    History of high blood pressure

· Floating spots or flashes of light
-    History of diabetes

· Circulatory problems


-    Family history of eye disease

· Eye Pain



-    Strong eyeglass prescriptions

Please check the appropriate line below and sign at the bottom.

____  I do wish to have digital images taken of the back of my eye today. I understand there is a $59.00 fee, which is typically not covered by insurance.

____  I do wish to have the visual field screening exam today. I understand there is a $28.00 fee, which is not covered by insurance.

____  I wish to have both medical tests done today. The fee will be $87.00.

____  I DO NOT request the above medical tests today. I understand the recommendation but wish to decline at this time.

Patient’s Signature: __________________________________   Date: _______________

Leesburg ▪ 55 A Catoctin Circle NE ▪ 20176 ▪ (703) 777 - 3455

Fairfax ▪ 10640 Main Street, Suite 100 ▪ 22030 ▪ (703) 691 - 2020

Ashburn ▪ 43330 Junction Plaza, Suite 120 ▪ 20147 ▪ (703) 726 - 9600

Gainesville ▪ 7909 Stonewall Shops Square ▪ 20155 ▪ (571) 261 - 5100

CONTACT LENS POLICY

It is the policy of Dr. Michael J. Bermel Optometrist & Associates to provide the best care to our patients.  We therefore provide a thorough evaluation and education to each patient when deciding to wear contact lenses.  We offer the latest in contact lens technology to suit a wide range of patients needs.  Out patients are encouraged to return any time during the initial three month period if they are not completely satisfied with the fit or a quality of their contact lenses.  In addition, if at any time the patient should experience redness, pain, sustained blurry vision or an abnormality associated with the contact lens, he/she should return to our office for an evaluation immediately. 

We require our contact lens patients to see our optometrist for an evaluation/exam at least once per year to properly evaluate the fitting and wearing of contact lens.  This is essential to ensure successful and healthy contact lens wear.  Listed below are our standard and customary charges associated with our contact lens services as well as some guidelines for ordering your contact lenses.  Please note that the costs of the lenses are not included below as these will vary, depending on lens type.  Cost of the lenses will be discussed on an individual basis.  

1. For any contact lens exam, check, fit, consultation and/or evaluation there is a fee. Any of the above services start at $99.00 due at time of service and can increase based on the complexity of the service.  Contact lens evaluations/follow up appointments must be done within a three month period from the time of the initial eye exam.  Any contact lens exams/follow up appointments needed after that time will incur an added fee above the original contact lens exam.

2. An insertion and removal fee of $49.00 is charged for all visits that require teaching the patients how to insert and remove the lenses.  

3. A contact lens order can be placed or a prescription verified only after a successful fit is determined by the optometrist.  Often this will require a follow-up appointment one to two weeks following the initial evaluation to properly evaluate eye health after an extended wearing period.

4. Contact lens orders will be held for patient pick up for a maximum of 45 days before being returned.

I have read the Contact Lens Policy and have no further questions. I also understand there are no refunds on any contact lens and/or services.

______________________________________                         __________________

Signature of Patient or Guardian                                                  Date

Print Name:______________________________
Dr. Michael J. Bermel, P.C.


OPTOMETRISTS





Do you have problems with any of these systems? Circle Y or N as apply:


Gastrointestinal   Y / N	Nervous   Y / N	Endocrine   Y / N	Ear/Nose/Throat   Y / N


Genitourinary   Y / N   Mental   Y / N   Cardiovascular   Y / N    Musculoskeletal   Y / N


Blood/Lymph   Y / N    Respiratory   Y / N    Skin   Y / N    Allergy/Immunologic   Y / N





If Y to any, please explain:__________________________________________________________


_______________________________________________________________________________





Please answer Current Medical Questions:  Circle Y or N as apply:


Diabetes   Y / N   Type:______________ Date of Diagnosis:_____________________


High Blood Pressure Y / N  Controlled by: ____Medication		____Diet


Allergies Y / N   Please list:_________________________________________________________


Medication Allergies:______________________________________________________________


Current medications:______________________________________________________________


Other health problems:_____________________________________________________________


Have you had any operations? Y / N Kind:_____________________________________________


Do you use cigarettes/tobacco? Y / N   Alcohol? Y / N  Other substances?  Y / N_______________


Name of Family Doctor:_____________________________ Date of last visit:________________


Date of last Tetanus shot:____________________________





FAMILY HISTORY  Circle Y or N as apply:





High Blood Pressure Y / N  Relation____________ Diabetes Y / N  Relation_____________


Heart Disease Y / N   Relation_____________  Glaucoma Y / N  Relation_______________


Macular Degeneration Y / N  Relation_____________  Cataracts Y / N Relation ______________


Retinal Detachment Y / N  Relation______________ 


Other Eye Condition(s) Y / N  Explain________________________________________________





PERSONAL EYE INFORMATION 


Please check all that apply:


	


____Headaches		____Glasses			____Contacts		____Blur—Near 


____ Blur—Distance		____Flashes of Light		____Floating Spots


____Loss of Vision		____Double Vision		____Other





Eye Operations? Y / N  Type:___________________________________________


Eye Injuries? Y / N  Kind:______________________________________________


Additional Information:________________________________________________


Date of Last Eye Exam:_______________ Dilated Y / N   Previous Doctor:___________________





Leesburg ▪ 55 A Catoctin Circle NE ▪ 20176 ▪ (703) 777 - 3455


Fairfax ▪ 10640 Main Street, Suite 100 ▪ 22030 ▪ (703) 691 - 2020


Ashburn ▪ 43330 Junction Plaza, Suite 120 ▪ 20147 ▪ (703) 726 - 9600


Gainesville ▪ 7909 Stonewall Shops Square ▪ 20155 ▪ (571) 261 - 5100





Please list your hobbies:______________________________________________________


__________________________________________________________________________





How many total hours of near activity (out to 3 feet) do you perform per day? (For example: computer use, reading, computer games, typing, filing, piano playing) Include all activity, even if intermittent, and provide a total number of hours:


___________________





DRY EYE CHECKLIST





___Red Eyes		___Burning		___Itching	___Foreign Body Sensation	


___Sandy/gritty feeling	___Light Sensitivity		___Watery Eyes	___Dry Eyes


___Occasional tearing		___Constant Tearing		___Pain or Soreness In/Around Eyes


___Tired Eyes		            ___Contact Len Discomfort	___Seasonal Allergies		


___Dry Throat or Mouth	___Arthritis/Joint Pain	___Decreased Contact Lens Tolerance





If you experience the symptoms above, you may be suffering from Dry Eye Syndrome.  Left untreated, your symptoms will most likely intensify, making your daily life unpleasant or worse, deteriorate your visual acuity. 











Are you interested in improving your vision without surgery, eyeglasses or conventional contact lenses with gentle molding?  ____Yes	____No    Would you like more information?_________





What Sun protection are you Currently using?________________       For your eyes?_____________ 





Do you have any special lens interests?                                 ____ Bifocal Contacts


____Thinner and lighter lenses for high prescriptions           ____ Laser Surgery


____Invisible bifocals					            ____ Gentle Molding


____Ultra-Violet protection                                                   ____ Sports Vision        


____Anti-glare glasses                                                           ____ Developmental Vision/ Visual Therapy


____Sunglasses


____Colored contacts


____Disposable contacts


____Rigid Gas Permeable Contacts





Please help us serve you. How did you hear about our office?


___ Insurance company


___ Yellow Pages                                                                       ____ Walk By


___ The Community Phone Book                                              ____ Referral, By Whom?_____________         


___ Internet


___ Other______________________________________________





______________________________	____________________


	Patient Name					Date Reviewed:


	_______________________________	_____________		____________


	Date Appt. Scheduled				Tech Initials			Doctor Initials














Thank you for choosing us to serve your vision needs!





Dr. Michael J. Bermel, P.C.


OPTOMETRISTS





Dr. Michael J. Bermel, P.C.


OPTOMETRISTS








