
 

PH:    (325) 701-9885 

TF:     (855)  813-1446

FAX:  (325) 701-9884 

2959 Buffalo Gap Road
Abilene, TX 79605

www.abilenepremiereyecare.com 

Anca D. Pacuraru, D.O.,F.A.O.C.O.   

Board Certified Ophthalmologist 

Fellowship Trained Glaucoma Specialist 

Ophthalmic Surgery   •  Cataract Surgery

General Ophthalmology 

FINANCIAL POLICY  

METHOD  OF PAYMENT: You can choose to pay by cash, check, credit card, or money order. 

PAYMENT: All charges are due at the time the services are rendered unless other arrangements are made in advance. Any co-payments 

required by an insurance company must be paid at the time of service.  

MONTHLY STATEMENT: If you have a balance on your account, we will send you a monthly statement. It will show separately the previous balance, 

any new charges to the account, the finance charge, if any, and payments or credits applied to your account during the month. Unless other arrangements 

are approved by us in writing, the balance on your statement is due and payable when the statement is issued, and is past due if not paid by the end of the 

month.  

INSURANCE: Insurance is a contract between you and your insurance company. We are NOT a party to this contract, in most cases. We will bill your 

primary insurance company for 60 days as a courtesy to you. Although we may estimate what your insurance company may pay, it is the insurance 

company that makes the final determination of your eligibility. You agree to pay any portion of the charges not covered by insurance. If your insurance 

company requires a referral and/or preauthorization, you are  

responsible for obtaining it and  presenting it at the time of service. If you do not bring a referral, you will be expected to pay at the time of service.  

RE-BILLING: A re-billing fee will be imposed on each account that is over thirty days past-due. 

PAST DUE ACCOUNTS: If your account becomes past due, we will take necessary steps to collect this debt. If we have to refer your account to a collection 
agency, you agree to pay all the collection costs which are incurred. If we have to refer your account to a lawyer, you agree to pay all lawyers' fees which 
we incur plus court costs.  

DIVORCE: ln case of divorce or separation, the party responsible for the account prior to the divorce or separation remains responsible for the account. 

After a divorce or separation, the parent authorizing treatment for a child will be the parent responsible for those subsequent charges. If the divorce decree 

requires the other parent to pay all or part of the treatment costs, it is the authorizing parent's responsibility to collect from the other parent.  

TRANSFERRING OF RECORDS: You will need to request in writing, and pay a reasonable copying fee, if you want to have copies of your records 
sent to another doctor or organization. You authorize us to include all relevant information, including your payment history. If you are requesting your 
records to be transferred from another doctor or organization to us, you authorize us to receive all relevant information, including your payment history. 

WORKERS COMPENSATION: We require written/verbal authorization by your employer and/or worker's compensation carrier prior to your initial 

visit. If your claim is denied, you will be responsible for payment in full.  

PERSONAL INJURY: If you are being treated as part of a personal injury lawsuit or claim, we require verification from your attorney prior to your 
initial visit. In addition to this verification, we require that you allow us to bill your health insurance. In the absence of insurance, other financial 
arrangements may be discussed. Payment of the bill remains the patient's responsibility.  

RETURNED CHECKS: There is a fee, (currently $25.00), for any checks returned by the bank. 

ASSIGNMENT OF BENEFITS: I authorize payment of medical benefits to Abilene Premier Eye Care/Or. Anca D. Pacuraru for professional services 

rendered. I understand I am financially responsible for all charges not covered by my insurance.  

Signed X.    Date  

RELEASE OF INFORMATION: I authorize the release of any and all information necessary to process my insurance claim. 

Signed X.    Date  

NOTICE OF FINANCIAL AND PRIVACY POLICY: I have read and understand or declined to read the notice of financial and privacy policies 

provided by Dr. Anca D. Pacuraru.  

Signed X.  Date  


