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FINANCIAL AGREEMENT

Signing this paper IS REQUIRED by Stewart Optical, LLC before any services or treatments are performed.

I understand that Stewart Optical is a doctor’s office - not my insurance company. 

I understand that Stewart Optical will help facilitate my insurance transaction, but that ultimately it is my responsibility to know the terms and conditions of my medical insurance coverage or vision plan coverage.

I understand that deductibles, co-payments, and co-insurance must be collected from me by Stewart Optical as required by my insurance company or by the law. 

I understand that I will have to pay any deductibles, co-payments, and co-insurance amounts today immediately following my visit with the doctor. 

I understand that any eyeglass orders returned or not picked up after 3 months are subject to 30% restocking fee.

I understand that vision plans (example: Security Health Plan) only provide coverage for routine eye examinations and discounts on glasses and contacts. I also understand that vision plans may not cover for any medical eye problems I may be having.

I understand that my medical insurance will be billed today if I am having any medical eye problem as determined by the doctor, and that I am responsible for any and all deductibles, co-payments, and co-insurance amounts under the terms of my medical plan. 

I understand that Stewart Optical will make only reasonable efforts to process my claim for services rendered and/or products ordered on my behalf. I request that payment from my third-party insurer to be made to Stewart Optical for any services or products furnished to me by this provider. I authorize Stewart Optical to release any personal or medical information to any medical insurance, vision plan company or its agents that is necessary for determining my benefits or collecting payment for services rendered.

I understand that if for any reason payment for provided services and/or products is denied to Stewart Optical by my third-party insurance, I am responsible for paying for these provided services and/or products. 

I understand that in this occurrence, I will be billed for the services and/or products that were denied by insurance and payment will be expected within 90 days of receipt of this bill.

I understand that payment may be made to Stewart Optical with cash, Mastercard, Visa, American Express, Discover, personal check, Care Credit, or flex account card. 

I understand that writing a personal check with insufficient funds is check fraud, and that all matters involving check fraud will be referred to Marathon County for review and collection. A $30.00 returned check fee will be assessed to me. 

*SIGNATURE: __________________________________________ DATE: ______ / ______ / _________

