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 AUTHORIZATION TO FILE INSURANCE 
PATIENT:  ____________________________________________________________________________________  

INSURED: ________________________________________________ D.O.B. OF INSURED ___________________ 

SS#/ID#: _________________________________________  GROUP: ____________________________________ 

 
I hereby instruct and direct _____________________________________Insurance Company to pay by check made out and 
mailed to the following.  If my current policy prohibits direct payment to doctor, I hereby also instruct and direct you to make 
out the check to me and mail it as follows:  
 
Sugar Land Total Eye Care 
14815-B Southwest Freeway 
Sugar Land, Texas 77478 
 
For the professional or medical expense benefits allowable and otherwise payable to me under my current insurance policy as 
payment toward the total charges for the professional services rendered. This is a direct assignment of my rights and benefits 
under this policy. This payment will not exceed my indebtedness to the above mentioned assignee, and I have agreed to pay, 
in a current manner, any balance of said professional service charges over and above this insurance payment.  A photocopy of 
this Agreement shall be considered as effective and valid as the original. I also authorize the release of any information 
pertinent to my case to any insurance company, adjuster, or attorney involved in this case. I authorize doctor to initiate a 
complaint to the Insurance Commissioner for any reason on my behalf.  
 
_____________________________________________ ______________________________ 
Signature of Policyholder                                                                 Witness 
   
 
I understand that if my insurance denies payment for services provided I will be responsible for charges to my 
account. 
 
_____________________________________________ _____________________________ 
Signature of Policyholder                                                                 Witness 

 
 

 

WAIVER OF LIABILITY AGREEMENT 
 

I understand the physician(s) at Sugar Land Total Eye are accepting me as a private pay patient for the duration of my eye 
care, and I will be responsible for paying for any services I receive. If I am enrolled with an insurance company, the 
provider will not file a claim to my insurance company for services provided to me, nor will I hold the insurance company 
liable for services provided to me.  
 
Patient Signature: _____________________________________________    Date: ______________________ 
 
Witness: _______________________________________________________ 
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 EYE-EXAMINATIONS/INSURANCE FILING  

 

Sugar Land Total Eye Care is a provider for Medicare, Medicaid, and several managed care plans. Please show the 

receptionist your insurance card so our office can determine if the doctor is on your plan. Please keep our office 

notified of any changes in your insurance. 

 

Eye examinations performed for the purpose of prescribing, fitting or changing of eyeglasses or contact lenses for 

refractive errors are normally NOT COVERED by Medicare and most insurance plans. Eye exams normally are covered 

when performed in conjunction with an eye disease such as glaucoma, cataracts, etc., or eye injury. All efforts are 

made by this office to confirm your coverage before you leave the office. Unfortunately, not all benefits quoted are 

correct and you may receive a bill if your insurance company does not pay as quoted.  

 

REFRACTION POLICY 

The Health Care Financing Administration (HCFA) uses a system, the Resource Based Relative Value Scale (RBRVS), to 

determine the fees for all Medicare providers. Most other insurance companies use the same system to set their 

payment schedules.  

 

During your visit refraction may be performed at each visit to determine your need for glasses or to evaluate if any 

further visual improvement can be achieved. This is a necessary and essential portion of your eye exam, and in many 

cases is the sole reason for the appointment.  

 

Please be aware that this is a NON-COVERED service by Medicare and most insurance companies and is the 

responsibility of the patient. Our office currently charges $35.00 for this procedure which will be paid along with your 

co-pay, if applicable. We appreciate your cooperation in collecting this fee at the time of service. 

 

 

 

ACKNOWLEDGMENT 

I have read and received a copy of the above statements. 

 

_________________________________________        _____________________________ 

Patient Signature      Date 

Employee Initials: ____________    

An Eye Team Committed to One Vision… Yours 

 
  


