
 
 
 
 
Welcome! We are very pleased you have chosen Price Vision Group for the care of your eyes.   
 
Our office is at 9002 N. Meridian St, Ste 100, Indianapolis, Indiana  46260, in the Lakeview Medical buildings 
on the SE corner of the intersection of Meridian Street (North US Highway 31) and North 91st Street, less than 
one mile south of I-465 on Indianapolis’  north side. 
 
In preparation for your appointment, please note the following: 
 Plan on being with us for approximately 3-4 hours for your diagnostic evaluation and examinations 

by our doctors, especially if we are scheduling surgery for you.   
 Bring a driver with you as you may have your eyes dilated as part of your evaluation and should not drive 

with blurry vision.   
 If you are coming for a cataract or keratoconus evaluation and wear contacts, you must stop wearing soft 

contacts 2 weeks before your appointment and stop wearing hard contacts 3 weeks before you are seen.   
 We ask that you pre-register for your visit by completing your registration forms on our online 

Patient Portal.  
 
If you have pre-registered online, please arrive 10 minutes before your appointment time.  If for any reason you 
did not pre-register through the portal, please arrive 30 minutes before your appointment.  If you are unable to 
keep your appointment we ask that you notify us at least 24 hours in advance by calling (317) 844-5530.  
 
While on the Patient Portal, please review our Financial Policy.  Highlights from this policy affecting your 
upcoming appointment:  
 
(1)   Check with your health insurance and/or your primary care doctor to make sure the doctor you are seeing is 
an enrolled provider with your insurance and if you will need a referral authorization for this visit.  Note that 
while standard Medicare Part B does not require a referral, some Medicare Advantage (replacement) plans or 
other Secondary plans may.   If you do need a referral authorization for your insurance to cover this visit, it 
is your responsibility to obtain this referral.  You may either bring it with you to the visit or have your 
doctor’s office fax it to us at (317) 844-0882 at least 2 days before your appointment. 
 
(2)   Our insurance contracts require that we collect any co-pays at the time of your visit.  For your convenience, 
our practice accepts cash, personal checks, Mastercard, Visa, Discover Card, and American Express.  If you 
have any questions about fees, insurance, or referral information, please call our office at (317) 844-5530, or toll 
free 800-317-EYES (3937) during normal business hours.   

 
IN SUMMARY, BRING WITH YOU:   

 Your current insurance card(s). Please bring your insurance cards to every visit.  If we do not have your 
cards, we will not be able to bill your insurance and you will be responsible for the visit fees.   

 A Driver’s License or other Photo I.D. as for your protection we verify identity 
 Any necessary referral forms or referral numbers if required by your insurance.  Remember, 

unauthorized visits will not be covered by your insurance.  Unauthorized, non-urgent visits will be 
rescheduled unless you are willing to pay in full at the time of service.  

 
We look forward to your visit! 
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Patient responsibility balances. You will be responsible for 

• Failure to arrive for an appointment, or failure to cancel an appointment within one business day, may result in a
failed appointment fee of $75.00. The fee may be charged for each occurrence of a failed appointment.  These fees
are not covered by insurance and are your responsibility.

• Co-pays (will be collected at check-in) and balances remaining after your insurance company has paid, including
deductibles and co-insurance (percentage of the allowed amount that is your obligation).

• Self-Pay, Services not covered by insurance, and Large deductibles. If you do not have medical insurance, your
insurance does not cover some or all of our services, or we are not contracted with your insurance plan, you will be
expected to pay at the time of service, or, in some instances, prior to service. Similarly, if you have a large deductible
on your insurance policy, we may require a prepayment towards the cost of certain surgical procedures. We are
familiar with the payable diagnoses for our highly specialized office testing. You may be informed your insurance
will not pay for a diagnostic test our physician feels is necessary to formulate your treatment plan. Should you wish
to proceed with this particular diagnostic procedure, you will be given the cost and asked to sign a Waiver
acknowledging you understand you are responsible for paying the cost of the test the day of the visit.

• If after speaking with your insurance company you still have unanswered financial questions, our insurance
coordinators will be happy to help you plan to meet the costs of your care. Please call (317) 814-2815, or toll free at
800-317-3937 ext. 2815. Note that we are able only to give rough estimates of costs for any surgical services prior to
your medical evaluation in our office.

Payment methods. For your convenience, in addition to cash or personal check, we also accept VISA, MasterCard, 
Discover, and American Express cards. Please be aware that checks returned for insufficient funds will result in a $25.00 
fee being added to your account; if returned a second time it may be referred for collection. For amounts over $1,000, you 
may elect to apply for CareCredit, an outside financial program for medical services with options for both short-term 
interest-free and longer-term extended payment plans. 

Disability and FMLA forms. There is also a $25.00 charge for completing Disability insurance forms or FMLA 
paperwork. Payment should be presented with the form. 

Medical Care to Minors. If both parents have insurance covering a minor, the insurance of the parent whose birthday 
falls first in the calendar year will be considered primary for the child, and the other parent's insurance will be secondary. 
When the parents are divorced, we will consider the parent/legal guardian who presents a child for care to be the 
responsible party for payment of services, regardless of financial responsibility established in a divorce decree. Further, 
care for a patient under 18 years of age must be authorized by a parent, legal guardian, or someone to whom you give 
written authorization to present the child for care. 

Acknowledgement and Authorization. I have read, understand, and agree to the above policies. Regardless of any 
insurance I may have, I am ultimately responsible for payment for any professional services rendered. I authorize the 
release of medical information necessary to process a claim for benefits under my policy and assign payment of my 
insurance benefits to Corneal Consultants oflndiana, P.C., d/b/a Price Vision Group. Ifmy account should become 
delinquent, I agree to pay the costs of collection, including legal fees and court costs. 

Signature ____________________ _ Date 
-----------

Patient, or Guarantor if patient is a minor 

Patient Name (printed) 
-------------------

Date of Birth 
--------












