
 
 
Kitsap Eye Physicians Financial Policy 

 
Thank you for choosing Kitsap Eye Physicians as your health care provider.  We are committed to 
providing excellent eye care in our relationship with you.  The following is a statement of our 
Financial Policy, which we request you read and sign prior to treatment.  All new patients must 
complete our Information and Insurance form before seeing the doctor.  If you do not have any 
vision or medical coverage, payment is due at the time of service. 
 

Insurance 
We will bill your insurance company as a courtesy to you.  We accept assignment of insurance 
benefits for Washington State insurance plans with which we are contracted.  If you are not covered 
by one of these plans, then you are expected to pay at the time of service.  We can not bill your 
insurance company unless you provide us with all of your insurance information accurately at the 
time of service.  We are required by your insurance company to collect your co-pay at the time 
of service.  Please be aware that some insurance companies may be limited in their coverage and 
therefore may consider some services to be non-covered.  You are responsible for any remaining 
balance after we receive notification from your insurance company.  If we have not received payment 
from your insurance company within 60 days of service, we will transfer the balance to you, the 
patient. We accept cash, checks, Visa, MasterCard, Discover and CareCredit. 
 

Workers Compensation 
If you are here as a result of a work related injury, you need to provide us with the correct workers 
compensation plan and address to bill.  If payment is not received after 60 days, the balance is your 
responsibility.  
 

Minor Patients 
A parent/guardian must give consent for a minor to be examined or treated.  The parent/guardian that 
brings the minor in to be treated will be responsible for any unpaid balance.   

 
Nonpayment 

If your account is over 90 days past due, you will receive a letter stating that you have ten days to pay 
your account in full or make payment arrangements with us. Please be aware that if your balance 
remains unpaid, we reserve the right to refer your account to a collection agency and you will be 
responsible for any additional charges accrued by the collection agency. 
 

AUTHORIZATON TO RELEASE INFORMATION AND ASSIGNMENT OF 
MEDICAL BENEFITS: 
I hereby authorize Kitsap Eye Physicians to treat the patient named below.  I authorize the release of 
medical information necessary to process insurance claims for treatment.  Photocopies of this are as 
valid as the original.   
I authorize medical benefits to be directly paid to Kitsap Eye Physicians.  I understand that I am 
financially responsible for any treatment not covered by my health insurance. 
 
 

Printed (patient)  Patient DOB  Printed (parent/guardian)  Date 
 
 

Signed (patient)     Signed (parent/guardian)  Date 
                                                      
             
             
             
             
           Created on 11/5/2009  
 


