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Financial Policy and Agreement 

Thank you for choosing Eye Associates of Georgetown for your eye care needs.  We are committed to 
providing you with quality health care.   The purpose of this financial policy and agreement is to advise you of 
your responsibility for services rendered.  This agreement is between Drs. Paige and David Quinlivan, as 
creditor, and you the patient or guarantor of the patient. By executing this agreement, you are agreeing to pay 
for all services and materials received.   

1. Insurance    Knowing your insurance benefits is your responsibility.  Your insurance benefit is a contract 
between you and your insurance company.  Please contact your insurance company with any questions 
you may have regarding your coverage.  If you are insured by a plan we are contracted with but don’t 
have an up-to-date insurance card, payment in full is required until we can verify your coverage.                                                                                                    
Non-Network Insurance If you are not insured by a plan we are contracted with, payment in full is 
expected at time of visit.   

2. Proof of identification and insurance    All patients must complete our patient information form prior 
to seeing the doctor.  We must obtain a copy of an identification card (i.e. driver’s license) and current 
proof of insurance.  If you fail to provide us with correct insurance information, you may be responsible 
for the balance of the claim.   

3. Co-Pays and Deductibles   All co-pays and deductibles must be paid at the time of service.  This 
agreement is part of your contract, with your insurance company.   

4. Non-covered Services    Please be aware that some or all services you may receive may not be covered 
services by your insurer.  You are responsible for payment of these services.   

5. Claims submission   As a courtesy to our patients, we will submit your (in-network) claim to your 
primary and secondary insurance company.  We will assist you in any reasonable way we can, to help 
get your claims paid.  We do not file to a tertiary insurance company.  Your insurance company may 
need you to supply certain information directly to them.  It is your responsibility to comply with their 
request.  You are responsible for any remaining balances after your insurance processes your claim, 
per your contract with the insurance company.  

6. Coverage changes   It is your responsibility to notify us if your insurance changes.  Please notify us 
before your next visit so we can make the appropriate changes to help you receive your maximum 
benefits.   

7. Eye wear and Contact lenses   When materials (frame and lenses) are purchased with insurance, full 
payment   is required, to place the order.  Frame and lenses purchased without insurance, require a 
minimum deposit of 50%, before they will be ordered.  The remaining balance will be due at time of 
pick-up.    
Contact lenses require payment in full, at the time of order.  

8. Returned Checks   Our office charges a $35 fee for returned checks.       



 

 

 

9. Monthly Statement   If you have a balance on your account, we will send you a monthly statement.  It 
will show all charges, payments and any credits to the account.   

10. Payments   Unless other arrangements have been approved in writing, the balance on your statement 
is due and payable, when the statement is issued.  Please call our office if you have questions regarding 
your statement.  (512) 863-4400  ext. 22 

11. Late Fees   A late fee of $10.00 will be imposed on each account that is over 30 days past due.  The 
account is considered past due if it is not paid by the next billing cycle. 

12. Finance Charges   A finance charge will be imposed on each item of your account that has not been 
paid within 30 days of the time the item was added to the account.  The finance charge will be 
computed at the rate of 2% per month or an annual percentage rate of 24 %.  The finance charge on 
your account is computed by applying the periodic rate 2% to the “overdue balance” on your account.  
The “overdue balance” of your account is calculated by taking the balance owed thirty days ago, and 
then subtracting any payments or credits applied to the account during that time.  

13. Nonpayment   Please be aware that if a balance remains unpaid, we may refer your account to a 
collections agency and you and your immediate family members may be discharged from this practice.  
If this is to occur, you will be notified by regular mail or certified mail, that you have 30 days to find 
alternative medical care.  During that 30-day period our physicians will only be able to treat you on an 
emergency basis only.  
 

**I have read and understand the financial policy and agree to abide by its guidelines.  In addition, I hereby 
authorize the providers to receive direct payment for benefits payable to me from services rendered.   

 

Patient Name: ______________________________________________ D.O.B. ________________________ 

Patient Signature: ___________________________________________ Date: _________________________ 
                         ( Guardian if patient is a minor.)  
 


