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OPHTHALMIC PARTNERS OF PENNSYLVANIA, P.C. 

OPHTHALMIC PARTNERS OF NEW JERSEY, P.C. 
 

PRACTICE POLICIES 
 

 

Thank you for choosing Ophthalmic Partners.  We are committed to providing you with the best 

eye care possible.  In order to accomplish this, we need your assistance in understanding our 

practice policies. 

 

Cancellations and Late Arrivals 

If you are unable to make your scheduled appointment, please let us know as soon as possible 

so that we may offer the time to another patient.  If you are more than 20 minutes late to your 

scheduled appointment, we will make every effort to work you back into the physician’s 

schedule.  However, we may have no choice but to reschedule your appointment.  We thank 

you for your understanding. 

 

Responsibility for the Bill 

All patients receiving services from Ophthalmic Partners are financially responsible for the 

timely payment of all charges incurred.  For those patients with insurances accepted by our 

physicians, Ophthalmic Partners will submit the bill to such insurance companies first for 

payment.  It is your responsibility to pay any deductible amount, co-insurance, or any other 

balance not paid by your insurance. 

 

Insurance Cards 

Please bring your insurance card(s) with you, especially if you are a patient new to the practice.  

Failure to bring your insurance card(s) may result in a rescheduled appointment if we are 

unable to verify coverage, unless you are willing to pay for the visit out of pocket. 

 

Referrals 

If your insurance plan requires a referral in order for you to see a specialist, it is your 

responsibility to have your primary care physician submit the referral prior to your visit.  If we 

have not received your referral by the time of your appointment, we will allow you an 

additional 20 minutes to obtain one and work you back into the physician’s schedule.  We will 

be unable to accommodate you without a referral, however, unless you are willing to pay for 

the visit out of pocket.  

 

Point of Service Collection 

Payment for non-covered services, such as refractions or contact lens fittings, is due at the time 

services are rendered.  We accept, cash, checks, and major credit cards for your convenience.  

Co-pays and all outstanding balances are also due at the time of service.  If you have a question 

about your outstanding balance, our Business Office will be more than happy to assist. 
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Refractions 

“Refraction” is a procedure necessary for our physicians to evaluate your vision and/or write 

you a prescription for glasses.  If you are experiencing blurred vision or decreased visual acuity 

as measured by the eye chart, a refraction would help determine whether the difficulty is 

associated with a medical problem or a need for glasses.  During the refraction, the physician or 

technician offers you a series of lens choices until you reach the best corrected vision.  

Unfortunately, not all insurance plans cover this service and Medicare specifically excludes 

refractions as a covered benefit.  The cost of the refraction is $35.  This payment is due at the 

time of service for Medicare patients.  For those patients with commercial insurance, we will 

submit the refraction claim and only bill you if your insurance company determines that you are 

responsible for payment. 

 

Forms 

There is a charge of $20 for each private disability insurance form that is presented for 

completion, payable at the time of the request.  There is no charge for drivers’ license or school 

forms if presented at the time of an office visit – otherwise, the fee is $10 per form, payable at 

the time of the request.  Please note that you must have had an eye exam with Ophthalmic 

Partners within the past year in order for us to complete a drivers’ license form for you.  

 

I have read and understand the above policies.  I authorize Ophthalmic Partners to furnish 

information to insurance carriers concerning my examination and/or treatment and/or 

surgery, and I assign all payments for services rendered to myself or my dependents.  I 

understand that I am responsible for any amount not covered by insurance. 


