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Dear Parents,

Welcome to our practice! We are committed to providing your child with the best possible care. Please
read the following information carefully. If you have any questions, ask us. We cannot proceed with any
exams  until  all  the  necessary  forms  for  your  child  are  completed  and  signed  by  a  parent  or  legal
guardian.

General Information
•   An initial office visit or full eye exam takes at least 75-90 minutes and normally requires the use of
dilating eye drops.

•   We make every effort to run on time, but occasionally your visit may be longer because of situations
beyond  our  control.  For  example,  the  doctors  may  need  to  treat  an  emergency  or  counsel  a  parent
about  a  complex  problem.  Some  children  may  need  a  little  extra  time  to  complete  their  exam.  Rest
assured that we will treat your child in the same kind and caring manner and they will not be rushed.

•   An adult with legal authority must accompany all patients under 18 years of age. You may not send
your child with a neighbor,  sibling,  au-pair,  nanny,  grandparent,  or  other  adult  without a  signed note
giving your permission for that person to act on your behalf.

•    We  require  at  least  24  hours  notice  for  cancelled  or  rescheduled  appointments.  Leave  a  voice
message  at  (973)  422-1230  (this  will  be  time-stamped),  or  email  contact@kideyedoc.com.  Without
proper notice, you will be charged a $50 cancellation fee.

Insurance and Financial Information
•    We  currently  participate  with  many  medical  (health)  insurance  plans.  We  do  not  participate  with
Vision Plans.

•   As of February 1, 2027, we will be in-network with Horizon Blue Cross Blue Shield only.

•    It  is  your  responsibility  to  understand  the  rules  and  benefits  of  your  insurance  policy.  Questions
regarding coverage should be directed to your insurance carrier  or  to the benefits  coordinator  at  the
workplace that provides your insurance.

•    Please  understand  that  we  do  not  know  what  services  may  or  may  not  be  covered  under  your
insurance plan.  We work according to the rules of your insurance carrier and per our agreement with
them, but we have no control over what your insurance company considers a covered benefit.

In-Network Visits
•   We will need to see a copy of your insurance card at the time of each visit.

•   Co-insurance and co-payments are the patient's responsibility. Co-payments are due at the time of
the  visit.  We  will  not  see  any  patient  without  the  co-payment  being  made  before  the  exam  begins.
Payments may be made by credit card, debit card, Apple Pay, cash, or check.
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•    Insurance  may  not  pay  for  the  cost  of  your  (child's)  visit  because  you  have  a  deductible.  The
deductible  is  determined by the contract  you have with your  insurance carrier.  We do not  know how
much each person's deductible is and how much has been met at the time of your visit.

•   Your insurance carrier requires us to fully itemize all procedures and services performed. A refraction,
for  example,  is  a  distinct  and  separate  service  from  the  eye  exam  itself,  and  is  submitted  to  your
insurance carrier as such. In the event that your insurance plan does not cover any part of your child's
visit (i.e., they deny it as a "non-covered" service), you will be responsible for payment.

•   Though this practice may participate with your insurance, some policies may only cover a "medical"
issue as opposed to a "vision" issue. Alternatively, some plans may allow for a "routine" eye exam and
not  a  "medical"  one.  We  understand  this  is  a  source  of  much  confusion.  The  coding  we  submit  to
insurance for your child's  visit  reflects their  symptoms and the physical  findings on their  examination.
Please do not ask us to change or make up a diagnosis code after the fact in order to fit  a particular
policy allowance. If  your insurance carrier denies the claim or does not cover any charges, you will  be
responsible for payment.

•   We submit claims to your insurance carrier for you, but you are responsible for responding to any
requests  from  the  insurance  carrier  for  further  information.  Failure  to  respond  to  your  insurance
company's  requests  for  information  will  result  in  a  claim  denial  and  you  will  be  responsible  for  full
payment to us.

•   You must notify us if there are any changes in your insurance coverage. Even a small discrepancy on
the claim form may lead to a denial of coverage by your insurance company.

•   If your coverage is not in effect at the time of the visit, as determined by your insurance company,
the financial responsibility for full payment will be yours.

•    The  parent  signing  this  document  is  the  person  responsible  for  payment.  In  situations  where  the
patient's parents are divorced or separated, the parent bringing the child for the exam (and signing this
document) is the responsible party. We do not bill the other parent.

Out-of-Network Visits
•   If we do not participate in your insurance plan, payment for services is due at the time of service. It is
your  responsibility  to  submit  any  claims  for  out-of-network  reimbursement  to  your  insurance  carrier.
We will  gladly  provide  you  with  a  receipt  and  forms  detailing  the  codes  and  charges  for  your  child's
visit.

•   As of February 1, 2027, we will  submit out-of-network claims for you after same-day payment. We
cannot guarantee the level of reimbursement to you but will file as a courtesy. Any benefits will be paid
directly to the family.

Overdue Balances and Returned Checks
•   Returned checks are subject to an additional fee of $35.

•    Accounts  with  outstanding  balances  beyond  30  days  may  be  flagged  for  collections  or  sent  to  a
collection  agency.  Accounts  flagged  for  collections  or  sent  to  a  collections  agency  will  be  charged  a
collection  services  fee  by  this  practice.  The  amount  of  the  collection  services  fee  charged  will  be  in
addition to the original balance owed. The collection services fee will  be $50 or one third (33.33%) of
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the outstanding balance, whichever is greater.  In addition to the collection services fee, accounts may
be subject to any actual attorney's fees incurred by us in seeking to secure account payment.

Should you have any questions regarding any of these policies, please don't hesitate to ask. We advise
you to keep a copy of this form for your records, and will gladly provide you with one upon request.
This document can also be found in the "New Patient Forms" package on our website.

Patient Name  ________________________________

Parent / Guardian Name  ________________________________

Parent / Guardian Signature  ________________________________    Date  __________
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https://kideyedoc.com/wp-content/uploads/2021/02/New-patient-forms-fillable.pdf

