
IF PATIENT IS A MINOR:

PARENT/GUARDIAN____________________________________________________________________       ______/______/_________
                                             LAST NAME                        FIRST NAME                          MIDDLE INITAL                     SOCIAL SECURITY #

             DATE OF BIRTH_________________ HOME PHONE_______________________ CELL PHONE__________________________

             EMPLOYER_________________________________________ EMPLOYER PHONE___________________________________

GENDER  MALE   FEMALE



I request that payment of authorized insurance benefits be made directly to Rock Island 

Optometric/Mercer County Family Eyecare on my behalf. I also authorize the release of any necessary 

information to process insurance claims and permit my signature to be kept on file for future claims.

As the responsible party, I agree to be ultimately responsible for any balance incurred in this office, 

regardless of insurance coverage. Accounts that remain unpaid for 90 days will be subject to collection 

fees and expenses, including reasonable attorneys’ fees, court costs plus all legal fees if incurred for 

collection. A service charge will apply to any returned checks.

I understand that any benefits quoted to me are not a guarantee of payment by my insurance company, 

and that the final determination of payment will be made once the claim is processed.

AUTHORIZATION AND PAYMENT AGREEMENT


