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BUSINESS OFFICE POLICY
Patient Name ______________________________________________________________

Date of Birth____________________________  Medical Record # ___________________
PATIENT AUTHORIZATION: This signature authorizes us to submit the required information regarding your medical services to your Health Care Carrier for payment. The authorization also provides the payment of benefits directly to the provider of your services.

I authorize the release of any medical or other information necessary to process all claims, I also authorize payment of medical / government benefits to the physician / supplier of the services described on this claim.
I understand any balances due after insurance payment, or non-coverd services are my responsibility for prompt payment. 
REFERRALS:   I understand if I do not provide a valid referral, as required by insurance carrier, 

   I will be responsible for charges due. 
CO-PAYS:         I understand all co-payments are due at the time of the visit. We do not bill for   


   co-payments. We accept checks, cash & most credit cards.
LATE  ARRIVING:  We will do our best to accommodate you if you arrive a few minutes late for 


          your appointment. However, it may be necessary to re-schedule your 


          appointment depending on the physician’s schedule. 
CANCELLATION: If you need to cancel or reschedule your appointment please call the office 48 

         hours prior to your appointment..
RETURNED CHECKS: I understand a fee of $17.00 will be added to my account for all returned 


    checks.
I have read and understand the “Business Office Policy” of Boston University Eye Associates.
 Signature: ________________________________________ Date: __________________________
Authorized Signature: _______________________________ Relationship to Patient: ____________
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