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  D ila tion & U ncove re d S e rvice   
 

Patient A cknow ledgement Regarding 
 

Precautions Follow ing D ilation 
It may be necessary to dilate your eyes during your eye examination or treatment. Dilation results in sensitivity 
to light and an inability to see well at close range or distance for a few hours. Patients should wear sunglasses, 
be cautious walking and going up or down stairs. We recommend not driving or operating dangerous machinery 
immediately after dilation. We recommend that someone drive you home or that you wait until your eyes return 
to normal so that you can drive safely. 

 

Refraction Service and Fee 
 A refraction is necessary to determine the performance of the visual system and is an essential part of the 
medical eye exam. Although a refraction is also used to determine the need for corrective eyeglasses or contact 
lenses, this practice performs refractions as a necessary part of the medical exam. Refraction is also necessary to 
evaluate a patient for surgery. Unfortunately, some insurance plans (including Medicare) DO NOT cover the cost of 
refractions. In these cases, the patient will be responsible for the refraction charge. 

 

 A refraction is NOT a covered service by Medicare or some insurance plans. 
 

 Our practice will not file the charge for a refraction with a health insurance plan unless we have verification 
that your insurance plan covers the cost of the refraction. 

 

 If your plan does not cover the refraction you will be responsible for paying the $45.00 refraction fee at the 
time of service in addition to any copayment your insurance plan may require. 

 
 

N on-Covered Services 
As our patient, we want to provide you with the best care possible. There may be certain services we feel are 
necessary for the maintenance of good health that will not be covered by your insurance company contract. Y o u 
w i l l b e e x p e c t e d t o p ay f o r any no n- c o v e re d s e rv i c e s .  Please be assured we will order only those tests 
and perform only those services that are necessary for your treatment and care. We will notify and discuss with 
you as we progress with your treatment any services we feel may not be covered although we may not always 
know for certain how your insurance company will process your claim. 

 

Please note that verifying insurance coverage is your responsibility. If you have a question about your coverage, 
please contact your insurance provider directly. If we file a claim and it is denied because our services are not 
covered under your insurance plan, you will be billed directly for all costs associated with your visit. 

 
I have read and understand the above information. I accept full financial responsibility for the 
cost of any uncovered services if provided, and understand payment is due at time of service. I 
understand that any copayment, coinsurance or deductible I may have is separate from and not 
included in these fees .  I al s o unde rs tand that an addi ti o nal $ 3 0 c o l l e c ti o ns f e e w i l l be c harg e d to 
any ac c o unt that i s turne d o v e r to the c o l l e c ti o ns ag e nc y f o r no n- pay me nt o f s e rv i c e s . 

 

_______________________________ __ ______________ _  

______________________________ 
Patient’s Name (Printed) 

 
Date 

 
Patient’s Signature 
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