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Insurance Disclosure 
 

 
Dear Patient, 
 
To provide you with “Superior Service and Superior Eye Care”, we reserve the right to bill both your 
medical and vision insurance to comprehensively evaluate your eyes.  At our office, we strive to 
deliver superior eye care, and this extends beyond routine eye exams to include caring for the overall 
health of your eyes.  We are unable to know before your visit what may be uncovered 
during an examination and for this reason it is best to have all insurances available to assist with 
alleviating potential out of pocket expenses for yourself. Below you will find a breakdown of the 
differences between medical and vision insurance, and the ways in which our office utilizes them.  
 
Medical Insurance- Insurance that covers expenses incurred for medical reasons such as illness or 
injury that may or may not require therapeutic treatment.  In our office examples of these matters 
include but are not limited to trauma to the eye, dry eyes, glaucoma, diabetic eye examinations, 
allergies and many others.  Use of this benefit may require a copay due at the time of the 
visit.   
  
Vision Insurance- Vision insurance is used to offset the costs of an annual eye examination that helps 
to determine what potential vision correction you may need to wear.   These types of exams produce 
prescriptions for eyeglasses, contacts, and or prescription sunglasses that may be prescribed by your 
eye doctor.  
 
We appreciate your cooperation by providing us with all your insurance so that we may continue 
to determine eligibility and bill accordingly.   If you have any further questions or new insurance that 
we need to be aware of, please speak with the receptionist.  By working together, we will be able to 
deliver “Superior Service and Superior Eye Care” with every visit. 
 
With Appreciation,  
 
The South Eastern Eye Center 
 
 
 
 
 
 
Please acknowledge that you have read and understand the contents of this disclosure. 
 
 
 
______________________________________________ 
Patient Signature  Date 


