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Health Plan Rules and Regulations 

Providers, who routinely waive the medical deductible and coinsurance amounts are in 

violation of the law, are at risk of having their customary charges reduced, an 

overpayment assessed, and subject to criminal prosecution by the Department of 

Justice.  Therefore, this office will not waive deductibles, copayments, or coinsurance.  I 

understand that I will be responsible for any deductible, copayment, or coinsurance 

incurred. 

Refraction – Non-Covered Services 

(For Medical Plans especially Medicare) 
 

Medical plans do not pay for the refractive part of any eye exam.  Even though 

refraction (part of exam that determines your need for glasses) may be necessary 

during the exam, my medical plan will still disallow it, stating it is not a covered medical 

benefit.  Therefore, I will be responsible for the refraction charge. 

 

____________________________________   _____________________ 
                      Patient Signature                       Date 

 

Patient Agreement 

 

I have been notified by my doctor that if my medical plan denies payment for any 

services rendered, that I agree to be personally and fully responsible for payment.  I 

also understand that if my medical plan does make payment for services, I will be 

responsible for any deductible or coinsurance.  

 

______________________________   _________________    

                            Patient Signature                                              Date 


