

[image: ]
 CONSENT TO TREAT / FINANCIAL AGREEMENT
PATIENT INFORMATION
	  
Patient Last Name
	  
First Name

	  
Date of Birth
	  
Social Security # (last 4)

	  
Address
	  
City, State, ZIP

	  
Home Phone
	  
Mobile Phone

	  
Email Address
	  
Preferred Contact Method

	  
Emergency Contact Name
	  
Emergency Contact Phone

	  
Primary Care Physician / Referring Provider
	  
Phone


INSURANCE INFORMATION
	  
Primary Insurance Carrier
	  
Policy / Group #

	  
Subscriber Name
	  
Subscriber Date of Birth

	  
Relationship to Patient
	  
Subscriber ID / Member #

	  
Secondary Insurance Carrier
	  
Policy / Group #


CONSENT TO MEDICAL TREATMENT
I hereby voluntarily consent to and authorize the physicians, staff, and agents of The Cataract Surgeons LLC to perform examinations, diagnostic procedures, and medical treatment as deemed necessary or advisable in the treatment of my eye condition(s). I understand that:
1. Treatment may include, but is not limited to: comprehensive eye examination, dilation of pupils, contact lens fitting, diagnostic imaging (e.g., OCT, visual fields, fundus photography), minor in-office procedures, and laser treatments.
1. All procedures involving significant risk will be explained separately, and I will be asked to sign a specific informed consent before such procedures are performed.
1. Dilation of my pupils may temporarily impair my ability to read and may make my eyes sensitive to light. I am advised NOT to drive until my vision returns to normal.
1. Photography and imaging of my eyes may be used for clinical documentation and, with my separate permission, for educational or research purposes.
1. I have the right to refuse any recommended treatment and will be informed of the consequences of refusing treatment.
1. No guarantee of results has been made or implied.
1. The Cataract Surgeons use artificial intelligence (AI) tools to support certain aspects of your care, such as transcribing visit notes, drafting clinical documentation, or assisting with scheduling and billing. These tools are used under the supervision of your healthcare provider, who reviews and is responsible for all information in your medical record. Your provider remains the final decision-maker regarding your diagnosis and treatment."
RELEASE OF MEDICAL INFORMATION
I authorize The Cataract Surgeons LLC to release my medical information as necessary to: (1) process insurance claims; (2) coordinate care with my primary care physician or other treating providers; (3) comply with applicable federal and state laws. I understand that I may revoke this authorization in writing at any time.
ASSIGNMENT OF BENEFITS & FINANCIAL AGREEMENT
I hereby assign all insurance benefits payable for services rendered to The Cataract Surgeons LLC directly to the practice. I understand and agree that:
1. I am responsible for payment of all co-payments, co-insurance, deductibles, and any charges not covered by my insurance plan(s) at the time of service or upon receipt of a statement.
1. If I have no insurance, I agree to pay for all services at the time they are rendered or make acceptable payment arrangements.
1. I am responsible for providing accurate and current insurance information. If my insurance does not pay due to incorrect information I provided, I will be responsible for the full balance.
1. A service charge may be assessed on accounts that are past due.
1. If my account is sent to collections due to non-payment, I agree to pay reasonable collection costs and attorney fees.
1. Returned checks will be assessed a returned check fee per state guidelines.
VISION INSURANCE VS. MEDICAL INSURANCE
Eye care may be billed to either your vision insurance or your medical insurance (or both), depending on the nature of your visit. Routine vision services (eye exams for glasses/contacts) are typically billed to vision plans. Medical eye care (treatment of eye disease, injury, or conditions such as glaucoma, cataracts, diabetic eye disease, or dry eye) is billed to your medical insurance. You may have different cost-sharing responsibilities under each plan. Please notify our staff if you have both types of insurance.
ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
I acknowledge that I have been offered and/or received a copy of The Cataract Surgeons LLC Notice of Privacy Practices, which describes how my protected health information may be used and disclosed.
PHOTO / TESTIMONIAL RELEASE (OPTIONAL)
I grant permission to The Cataract Surgeons LLC to use photographs, videos, or testimonials involving me for educational, marketing, or informational purposes.
  ☐  Yes, I consent       ☐  No, I do not consent
PATIENT / GUARDIAN SIGNATURE
By signing below, I acknowledge that I have read, understand, and agree to the above consents and policies. I certify that the insurance information provided is correct and that I will notify the practice of any changes. If I am signing on behalf of the patient, I confirm that I am the patient's legal guardian or authorized representative.
	 
Patient / Guardian Signature
	  
Date

	  
Printed Name
	  
Relationship to Patient (if not patient)

	  
Witness / Staff Signature
	  
Date
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