
Eye Care Associates, LLC, [hereinafter “Provider”] hereby agrees to provide the services and materials required for the delivery of Corneal Refractive Therapy to ______________________________________, [Hereinafter “Patient”] according to the following terms, conditions and fees.  The term of this agreement is for XXX days commencing _____________ and ending _________________.

The CRT program requires an extensive evaluation beyond a comprehensive eye examination.  The evaluation includes a thorough analysis of pertinent ocular data and diagnostic evaluation to determine the proper lenses that will provide non-surgical corneal reshaping resulting in improved, unaided vision.

Fees:

The following schedule of fees includes the evaluation, analysis and therapeutic lenses, along with the prescribed follow-up visits.  It also includes the fees for the primary lenses and a second pair of replacement lenses that may be used in event of loss or damage of the primary pair.

	Item
	Fee per unit
	Number
	Item Total

	Evaluation and Diagnostic Analysis
	
	
	

	Follow-Up Visits
	
	
	

	Supplemental Visits
	
	
	

	Primary Therapeutic Lenses
	
	
	

	Replacement Lenses 

(included in initial fee)
	
	
	

	Additional Replacement Lenses
	
	
	

	Total Fee
	


Discontinuation:

It is a rare occurrence in health care that every procedure succeeds in every case.  The fees shall be adjusted should the decision to discontinue be made by either Patient or Provider within the time of the term agreement.  There shall be no reimbursement for the evaluation, and diagnostic analysis or for any follow up visit used up to the time of termination.  

With the exception of fees for lost or damaged lenses, all fees for materials shall be credited in full in the event of discontinuation, as described above, during the term of this agreement. 

Patient Responsibilities:

1. Follow all verbal and written instructions.

2. Attend all prescribed follow-up visits.

3. Use only the prescribed lens care regimen.

4. Comply with the prescribed wearing schedule.

5. Report all treatment related emergencies immediately by calling the emergency phone number provided.

Provider Responsibilities:

1. Provide clear verbal and written instructions.

2. Provide reasonably convenient office hours for all prescribed follow-up visits.

3. Assure the quality of the services and materials provided.

4. Respond to all reported treatment related emergencies in a timely manner.

The undersigned hereby agree to the terms of this agreement and agree to perform their responsibilities in an effort to achieve optimum success in the Corneal Refractive Therapy treatment.

__________________________________________ 







Patient Signature




Date

__________________________________________






Provider Representative Signature



Date
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