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www.retinahealthinstitute.com
            BENEFITS ASSIGNMENT

	Last Name
	First Name
	DOB



AUTHORIZATION FOR MEDICAL INFORMATION RELEASE - I authorize Retina Health Institute, S.C. to release to my insurance company, any medical information needed to determine benefits payable for related services.
AGREEMENT OF RESPONSIBILITY – I understand that professional services are rendered and charged to the patient. CO-PAY IS DUE AT THE TIME OF SERVICE (Co-insurance and deductibles may also be collected at the time of service). I understand I am financially responsible for charges not covered by my insurance company. I also agree to pay any outstanding balance, as well as attorney fees and costs to Retina Health Institute, S.C. if this matter is referred to collection.
RELEASE OF INFORMATION/ASSIGNMENT OF BENEFITS – I authorize use of this form for release of information needed to process claims to all my insurance companies. I permit a copy of this authorization to be used in place of the original. I authorize the provider to act as my agent in helping obtain payment from my insurance companies. I assign all rights and claims for reimbursement of expenses allowable under my insurance plan and authorize payment directly to the provider for services rendered. I understand I will receive monthly statements for any balance due by me. I also understand, full payment is required to be made on receipt of your 1st statement after insurance has met their obligation.
MEDICARE AUTHORIZATION – I request payment of authorized Medicare benefits be made on my behalf to Retina Health Institute, S.C., for any services provided to me by that physician/supplier. I authorize the holder of medical information about me to release to Medicare and its agents, any information needed to determine these benefits or benefits payable for related services.
I understand my signature requests payment to be made and authorize release of medical information necessary to pay claims. If ‘other health insurance’ is indicated in item 9 of the HCFA-1500 Form, or elsewhere on approved claim forms, or electronically submitted claims, my signature authorizes release of information to insurer or agency shown. In Medicare assigned cases, the physician/supplier agrees to accept the charge of determination of the Medicare carrier as the full charge – the patient is responsible for deductible, co-insurance and non-covered services. Co-insurance and deductibles are based upon the charge determination of the Medicare carrier.
MEDIGAP/SUPPLEMENTAL AUTHORIZATION - I request payment of authorized Medigap/Supplemental benefits on my behalf to Retina Health Institute, S.C., for any services furnished me by that physician/supplier. I authorize holder of my medical information to release to Medigap/Supplemental and its agents, any information needed to determine these benefits or the benefits payable to related services.
AUTHORIZATION – INSURANCE/FINANCIAL MATTERS - By my signature, I also authorize Retina Health Institute, S.C., to discuss financial/insurance matters on my behalf with those persons designated below (Please PRINT complete names & relationship):



PATIENT:	DATE:
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PATIENT FINANCIAL RESPONSIBILITY FORM
Thank you for choosing Retina Health Institute (“RHI”) as your healthcare provider. We are honored by your choice and are committed to providing you with the highest quality healthcare. We ask that you read and sign this form to acknowledge your understanding of our patient financial policies.
Patient Financial Responsibilities
· The patient (or patient’s guardian, if a minor) is ultimately responsible for the payment for his/her treatment and care.
· We are pleased to assist you by billing for our contracted insurers. However, the patient is required to provide us with the most correct and updated information about their insurance and will be responsible for any charges incurred if the information provided is not correct or updated; including lack of coordination of benefits. 
· Patients are responsible for the payment of copays, coinsurance, deductibles, and all other procedures, drug, diagnostics, and exams not covered by their insurance plan. Payment is due at the time of service, and for your convenience, we accept cash, check, and most major credit cards at our office.
· Patients who have commercial insurance with a deductible and OOP will be required to make a yearly $250 deposit that will go toward their future balances. If the deposit is not made, a card will need to be stored on file to be seen. 
· Patients may incur and are responsible for the payment of additional charges at the discretion of RHI. These charges may include (but are not limited to):
· Charge for returned checks.
· Charge for the copying and distribution of patient medical records; including paper and digital forms
· Any costs associated with collection of patient balances.
Patient Authorizations
· By my signature below, I hereby authorize RHI, and the physicians, staff, and hospitals associated with RHI to release medical and other information acquired during my examination and/or treatment to the necessary insurance companies, third party payors, and/or other physicians or healthcare entities required to participate in my care.
· By my signature below, I hereby authorize assignment of financial benefits directly to RHI and any associated healthcare entities for services rendered as allowable under standard third-party contracts. I understand that I am financially responsible for charges not covered by this assignment.
· By my signature below, I authorize RHI personnel to communication by mail, answering machine message, and/or email according to the information I have provided in my patient registration information.
· By my signature below, if I fail to provide correct insurance information or have unpaid balances due to patient responsibility or lack of insurance payment, I consent to my account being sent to collections. I waive any right to hold Retina Health Institute liable for damages and accept responsibility for all associated collection costs.
· By my signature below, I authorize RHI to securely store my credit card information and only charge it should I have an outstanding balance or any leftover balance from a processed claim in the future. I am aware that the storage system used is fully compliant to the highest level of credit card storage security regulations. Once stored, I am aware that only the last 5 digits of my card are viewable by RHI personnel. 
I understand that I am responsible for all charges for services that I receive from RHI, and that if the patient responsibility portion of my charges (including charges applied to my deductible and/or coinsurance) is not paid in full within thirty (30) days following the receipt of the patient financial responsibility statement mailed from the RHI Billing Office, RHI will bill my stored credit card for the outstanding balance due.
I have read, understand, and agree to the provisions of this Patient Financial Responsibility Form:


Signature of Patient or Guardian	Date
Waiver of Patient Authorizations
I do not wish to have information released and prefer to pay at the time of service and/or to be fully responsible for payment of charges and to submit claims to insurance at my discretion.

Signature of Patient or Guardian	Date
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NON-COVERED SERVICE FEES & PRIVATE PAY POLICIES

Please read and sign this form to acknowledge your understanding of our non-covered service fees. A summary of these fees appears at the end of this document.

Cancellation and No-show Policy
Our office strives to make patient care a top priority. An integral part of providing our patients with the best care possible is patient compliance with appointments. 

If you must cancel or reschedule your appointment, we ask that you please contact our office at least 24 business hours prior to your appointment time or on Friday for any Monday appointments. A no-show fee applies if an appointment is missed without notice, or if cancellation notice is less than 24 business hours (or after Friday for a Monday appointment). Repeated no-shows or same-day cancellations may result in higher fees for each missed appointment and, in some cases, discharge from the practice. 

· There is a $250 charge for a missed new patient to establish care with our office. If a second initial visit is missed the appointment will not be rescheduled. 
· There is a $350 charge for a missed procedure appointment including fluorescein angiogram, intravitreal injections, and lasers.
· There is a $150 charge for the first missed return or follow up appointment.
· There is a $100 charge for the second missed return appointment.
· After a third missed appointment, we may be unable to continue care, and the combined no-show charges above would remain your responsibility. Our goal is to keep you in care — please call us if scheduling is difficult.
· There is a $25 charge for failure to schedule a follow-up appointment prior to exit from the office. 

No show fees are considered the responsibility of the patient and will not be billed to insurance companies or other medical billing agencies. All no-show fees must be paid in full before another appointment can be scheduled. Payments can be made in the office, over the phone with a credit/debit card, or mailed in to the office. Once payment is received, we are happy to reschedule an appointment for the first available time with your provider. We appreciate your understanding and cooperation with this policy.

Payment Policy
We file your insurance claims as a courtesy to you. Your insurance is a method of reimbursement for physician services. Having insurance is not a substitute for payment. Many insurance companies have fixed allowances or percentages based on your contract with them, not with our office. It is your responsibility to pay the deductible, co-insurance, co-payment, non-covered services, and any other balance not paid by your insurance. Our office asks that the amount left to patient responsibility be paid at the time services are rendered. Any additional balances not paid by the insurance company are ultimately the responsibility of the patient. Any balances left to patient responsibility are expected to be paid within 30 days of receipt of the first account statement for that balance. After the first statement a rebill fee of $5 will apply to each statement sent, this fee applies to failure to update address on file prior to statements being sent to address on file. 

If you have questions about insurance or billing, please Contact our office.

Balances 30 days past due incur an account-maintenance fee. Balances 60 days past due, along with any no-show fees, are referred to an outside collection agency. You are responsible for the additional costs that follow, which may include billing fees, collection agency costs that can exceed 50 percent of the balance, and attorney fees where applicable. Once an account is referred, payment arrangements are made with the agency rather than our office. If you are having difficulty with a balance, please contact our billing team before it reaches this stage.

Patients who provide checks with insufficient funds will incur a fee of $75 and will no longer be permitted to pay by personal check. Failure to update insurance at the time of your appointment and subsequent denial of claim after submission will also result in a fee of $325. 



Prescription Refill and Prior Authorization Policy
· We do not accept pharmacy prescription refill requests.
· Please request medication refills at your appointments, through our patient portal, or by calling the office and allow 72 business hours to process all prescription refill requests. Prescription refill requests outside of appointment time will result in a $50 fee as a telephone encounter is required to fulfill your request. 
· If you are calling with a standard refill request and are an active patient (seen regularly) then the medication will be sent to the pharmacy without a return phone call to the patient. 
· Per office policy you must been seen at least once a year for us to refill your medication. Please check with the pharmacy prior to calling our office back to check on the refill as multiple phone calls to the office will slow the refill process down. 
· If your PA is denied and the doctor must do a letter of appeal or medical necessity or a “peer to peer,” a $35 charge will be added to the account. These will not be billed to insurance and will be the responsibility of the patient.

Patient Phone calls
Please allow 72 business hours for a return call from clinical staff. Our office closes at 5 PM on Fridays. So that we can respond to everyone promptly, please limit calls to once per 24 hours, and choose either a phone call or a portal message rather than both. Repeated duplicate contacts may result in additional fees, which are not covered by insurance. 

For faster response please use the patient portal. Please be considerate in your use of the portal and allow 24-48 weekday hours for a response. Please do not send a portal message and leave a voicemail. Repeated non-clinical portal messages may result in charges that are not covered by insurance. The portal is not a substitute for a patient visit and cannot be used to manage new problems. 

Please understand that an office visit may be required to follow up a portal concern. 

If you have a medical emergency, please call 911 and go to the nearest emergency room.

Our physicians are on call after hours for emergencies only, and our office is charged for each after-hours call. Please see the refill policy above. Repeated non-urgent after-hours calls will be assessed a $25 fee.


Forms and Documentation

We understand that your place of employment or other agency may require that you provide documentation outside of the clinical office note. We are happy to complete these for you but please understand that we do charge a fee starting at $30 per page and the time anticipated to complete it. Please allow at least 7-10 business days for this process.  Forms are completed in the order they are received. There are some forms we will be unable to complete. You must have been seen within the last 6 months for form completion. Thank you for your understanding.



I have read, understand, and agree to the provisions of these Non-Covered Service Fees & Private Pay Policies:




Signature of Patient or Guardian	Date
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PATIENT CONDUCT AND DISCHARGE POLICY AGREEMENT


I [Print Name] ___________________________________________do hereby certify that on this date [insert date] _______________________, I received a copy of this Patient Conduct Agreement for Retina Health Institute and have read and understand its contents. I understand that the rights or safety of other persons. I also understand that failure on my part to adhere to the expectations described in this Agreement may lead to the immediate and total suspension of healthcare services, to the full extent permitted under the law, and to possible civil and/or criminal action being initiated.

PROHIBITED BEHAVIOR INCLUDES BUT IS NOT LIMITED TO:
· Possessing firearms or any weapon on the clinical premises;
· Being intoxicated or under the influence of drugs, unless used as prescribed by a treating health care provider.
· Making non-consensual physical contact with real and /or perceived aggressive overtones toward RHI staff and/or others;
· Making verbal threats to harm another individual or destroy property;
· Intentionally damaging equipment or property;
· Making harassing offensive or intimidating statements, or threats of violence or retribution through phone calls, letters voicemail, email, or other forms of written, verbal or electronic communication;
· Making racial or cultural slurs or other derogatory remarks associated with, but not limited to, race, language or sexuality;
· Committing any fraudulent or illegal act such as permitting use of his/her medical ID card by others, forging or altering a prescription theft of prescription forms and/or theft of medications or other criminal acts on the clinical premises;
· Engaging in other dangerous, disruptive, antisocial actions/behaviors that threaten the safe operation of the clinic and administration and/or that threaten safety of employees and others; and
· Damaging, defacing, and/or stealing property belonging to the health center staff
· Engaging in other forms of harassment, including, but not limited to, persistent inappropriate behavior

By signing below, I acknowledge and agree to the following:
· I understand that it is my responsibility to schedule and attend all recommended follow-up appointments.
· I understand that if I fail to follow up, Retina Health Institute will attempt to contact me up to three times via phone or text.
· I understand that if I do not respond or schedule within that timeframe, I may be formally discharged from the practice and will no longer be under the care of Retina Health Institute.
· I understand that missed or delayed care may result in permanent vision loss or other serious complications.
· I agree to keep my contact information up to date and respond promptly to communication from the practice.




I have read, understand, and agree to the provisions of this Patient Conduct Agreement and discharge policy:




Signature of Patient or Guardian	Date
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2320 N Huntington Dr    Algonquin, IL,
60102
847-488-1030 (Office)
847-488-0677 (Fax)

1075 Featherstone Rd,
Suite 10
Rockford, IL, 61107
815-904-6016 (Office)
815-904-6256 (Fax)

www.retinahealthinstitute.com
NON-COVERED SERVICE FEES
Effective 6/1/2026

Background: Retina Health Institute has joined a movement among small practices intended to protect our way of providing care. We have instituted this Non-Covered Services Fee for all patients in the practice. These out-of-pocket per-instance fees cover the cost of administrative and care coordination services we provide that are NOT covered by your insurance. This is a hybrid approach, as we WILL continue to bill insurance as we always have for the health care services that they cover and have instituted the non-covered Services fee only for services they won't. Health plans have complex and detailed rules about what is considered a covered-service and what they will not cover.  Over time, more and more of the support we provide is beyond that which is covered by insurers.  Some of the services that we provide that are not covered by most insurance plans are detailed below for financial transparency for our patients:


· Prescription refill request outside of appointment time: $50
· No show/cancellation fee if not done 1 business day in advance: $150-$350* (This does not apply to emergencies.)
· Failure to schedule appointment prior to exit: $25
· Appeals after first attempt: $150
· Non-urgent page to doctors after hours: $50
· Incorrect insurance on file: $325
· Wrong address/contact phone number on file: $75
· Discharge processing fee: $150
· Excessive rescheduling fee (3+ times for a single appointment): $125
· Administrative paperwork fee: $30 per page
· PAP Enrollment/Drug financial assistance fee: $75 (enrollment for free drug/copay card assistance)
· Refund service fee: 5 % of refund amount (if refund cannot be processed on the card that was used for payment)
· 2nd statement sent because of your non-payment after 1st statement has been sent: $30
· Telehealth visit: $150
· Assisting ride pick up or drop off: $100
· Payment dispute fee: $50




I have read, understand, and agree to the provisions of the Non-Covered Service Fees:



Patient Name: 	

Signature of Patient or Representative: 		Date: 	
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