


Financial Responsibility

 agree to pay in full at the time of service, all fees due to Berri Eyecare,
including co-pays, co-insurance and fees not covered by insurance. | also
understand that should Berri Eyecare file for payment from the patient's

insurance company, and those fees are not paid for any reason by the patient's
{insurance company, | am fully responsible for those fees. )

Signature X

Date Relationship to Patient

Insurance Authorization ’
H,“M‘““\T
Our Insurance Policy: Berri Eyecare will file i insurance cla|ms only with
insurance companies with whom we have an active contract lt is your
responsibility to know the patient's insurance pollcy coverage and limits. We
may estimate what the insurance company will pay, but the insurance company
makes the final determination of payment. You will be responsible in full for
any portion not covered or not paid in a timely manner by the patient's
insurance company. If you feel the patient's insurance company has wronély
denied the patient's claim, you will need to contact the insurance company.

We will be happy to assist if we can.

Authorization

I hereby authorize Berri Eyecare and its doctors to release to the patient's
insurance company any information from the patient's examination and/or
treatnﬁent necessary to process any insurance claim.

l'authorize payment of benefits to Berri Eyecare if and when assignment has
been accepted

S:gnature X

Date Relationship to Patient

Privacy Policy Acknowledgement

| acknpwledge I'have received or have been offered a copy of the “Notice of
Privacy Practices" from Berri Eyecare.

Signature x

Date Relationship to Patient

Relationship t6 Patient

"| Relationship to Patient

Information Sharing

We value your right to privacy. There may be times when it is to your benefit
for us to share information with others. This information may include but is not
limited to: vision results, test results, prescriptions, contact lens information,
diagnosis, treatment, and prognosis.

May we have your permission to share any and all information we have
gathered during your eye examination with your other healthcare providers?
Please circle one. YES NO

Sometimes it is helpful if we may discuss your information with a spouse, °

fam|ly member; care g:ver or other person. Is there anyone (other than one of

your healthcare providers) with whom we may share your information?
Please circle one. YES  NO

In the space below, please clearly PRINT the names of anyone we may share

any or all information we have gathered during your eye examination.

Name:

Relationship to Patient

Name,

Relationship to Patient

Name,

Name,

Name,

Relationship to Patient

Name,

Relationship to Patient

Signature X

Date, Relationship to Patient




