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 FACS 
Comprehensive Ophthalmology 

Cataract Surgery 

Clinical Professor,  

U.C. San Francisco 

 

Steven G. Pascal, MD 
Comprehensive Ophthalmology 

Cataract Surgery 

Laser Vision Correction 

Clinical Instructor, 

California Pacific Medical Center 

 

Jane V. Loman, MD 
Comprehensive Ophthalmology 

Cataract Surgery 

Complex Glaucoma 

Chief, Ophthalmology Department, 

Summit Medical Center 

Clinical Instructor, 

California Pacific Medical Center 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  
 

 

 

 

Refraction Policy 
 

A complete eye examination in our office includes a procedure called a 

refraction.  This measurement lets the doctor and patient know what is the best 

vision that each eye is capable of and what glasses prescription, if any, would be 

needed to achieve that level of vision. 

 

The fee for a refraction is always covered by routine vision-care insurances, 

such as VSP (Vision Service Plan) or MES (Medical Eye Services). 

 

However, most medical insurance companies including Medicare will not 

cover refractions even if the patient is being seen for medical reason.  Unless 

you are using an insurance that we know will pay for your refraction, you will 

be asked to pay for this service at the time of your visit.  As a courtesy we 

will submit a bill for the refraction to your insurance company, and any 

payment that we might receive will be forwarded to you.  

 

If you wish not to have the refraction performed, please check the box below 

so you will not be responsible for the charge. 

 

By signing our financial policy, you are acknowledging that you are responsible 

for all charges not covered by your insurance. 

 

 I decline to have the refraction performed during today’s visit. 

 

 I would like to have a refraction performed today and understand that 

the $60 fee for this service is due and payable today. 

 

 

 

 

 

________________ _____________________________________________ 

Date   Signature of Patient or Person Acting on Patient’s Behalf 


