

Hudson Valley Eye Doctor
                                                                                                                                            Of Optometry P.C.
Elaina M. Groo, O.D						Phone: 845-565-2020			
304 Fullerton Avenue                                                                       Fax: 845-565-1202
Newburgh, NY
Medicare’s Advance Beneficiary Notice of Noncoverage (ABN)
This Notice is to inform you that Medicare is not likely to provide coverage in a specific case.
Patient Name:
First______________________________Middle Initial_____________Last Name:____________________________________________ 

Address:______________________________________________________________________________________________________________
Service (procedure) Refraction: the determination of your eyeglass or contact lens prescription. 
As Per Medicare: 
“90 – Routine Services and Appliances 
(Rev. 170, Issued: 05-10-13, Effective: 01-01-12, Medicare Coverage of the Annual Wellness Visit (AWV); 01-01-13- Medicare Coverage of Hepatitis B Vaccine, Implementation: 06-10-13) 
Routine physical checkups; eyeglasses, contact lenses, and eye examinations for the purpose of prescribing, fitting, or changing eyeglasses; eye refractions by whatever practitioner and for whatever purpose performed …….. …….are not covered.
A.  The Service (procedure) Refraction: the determination of your eyeglass or contact lens prescription, Medicare does not pay for this test. However it may be paid by your secondary insurance. 

B. Service/Procedure:_________________________________________________________________________		
☐ OPTION 1. I want the Refraction or other________________________ _______________________________ listed above. You may ask to be paid now, but I also want Medicare billed for an official decision on payment, which is sent to me on a Medicare Summary Notice (MSN). I understand that if Medicare doesn’t pay, I am responsible for payment, but I can appeal to Medicare by following the directions on the MSN. 
☐ OPTION 2. I want the Refraction or___________________________                 ___ _______________________________ listed above, but do not bill Medicare. You may ask to be paid now as I am responsible for payment. I cannot appeal if Medicare is not billed. . 
☐ OPTION 3. I don’t want the Refraction or other_____________________ _________________________________________listed above. I understand with this choice I am not responsible for payment, and I cannot appeal to see if Medicare would pay.

First:_____________________________________Middle Initial__________Last___________________________________________________

____________________________________________________________________________________________                 ______________ 

Reviewed by________________________________________Sign______________________________________________Date_____________								

Hudson Valley Eye Doctor
                                                                                                                                            Of Optometry P.C.
Elaina M. Groo, O.D						Phone: 845-565-2020			
304 Fullerton Avenue                                                                       Fax: 845-565-1202
Newburgh, NY
Insurance  Notice of Noncoverage 
This Notice is to inform you that your medical carrier  is not likely to provide coverage in a specific case.
Patient Name:
First______________________________Middle Initial_____________Last Name:____________________________________________ 

Address:______________________________________________________________________________________________________________
Service (procedure) Refraction: the determination of your eyeglass or contact lens prescription. 
Will not be covered for a medical visit.  Your medical coverage may not cover a routine physical check up:  Routine physical checkups; eyeglasses, contact lenses, and eye examinations for the purpose of prescribing, fitting, or changing eyeglasses; eye refractions by whatever practitioner and for whatever purpose performed …….. …….are not covered.
A.  The Service (procedure) Refraction: the determination of your eyeglass or contact lens prescription, will not be paid by your Medical coverage. 

B. Service/Procedure:_________________________________________________________________________		
☐ OPTION 1. I want the Refraction or other________________________________________________ _______________________________ listed above. I will be  asked pay  now, but I also want my medical insurance  billed for an official decision on payment, which is sent to me on a  Estimates of Benefits 
(EOB).   I understand that if my insurance carrier doesn’t pay, I am responsible for payment, but I can appeal to my medical carrier  by following the directions on the EOB. 

☐ OPTION 2. I want the Refraction or___________________________                 ___ _______________________________ listed above, but do not bill . I am aware  that  I am responsible for payment and will pay now.   I cannot appeal  if  it is not billed to the insurance carrier 

☐ OPTION 3. I don’t want the Refraction or other____________________________________________ _________________________________________listed above. I understand with this choice I am not responsible for payment, and I cannot appeal to see if my insurance carrier would pay.

First:_____________________________________Middle Initial__________Last___________________________________________________

____________________________________________________________________________________________                 ______________
Signature										                               Date	

Reviewed by________________________________________Sign_________________________________________Date______________	

	


Hudson Valley Eye Doctor
Supplemental for Telehealth Services
                                                                                                                                            Of Optometry P.C.
Elaina M. Groo, O.D	& John Kaknis, O.D.					Phone: 845-565-2020			
304 Fullerton Avenue                                                                    			  Fax: 845-565-1202
Newburgh, NY

Patient Name:			Middle Initial		    Last Name				
First____________________________   ______________                      ________________________________________ 

Address:_________________________________________________________________________________________________________

Telephone: Cell____________________________________________Home:_________________________________________________

e-Mail____________________________________________________Facebook________________________________________________
								for Facetime, Skype
Service/Procedure: 
Telehealth Services
I give Hudson Valley Eye Doctor,  Dr. Elaina M. Groo, O.D.
And Dr. John Kaknis, O.D. consent for Telehealth Services.
	
I Consent to consult with Dr. Groo and or Dr. Kaknis to evaluate and treat via e-mail, text, telephone, skype or facetime.  I consent to have this visit billed to my insurance company and I am aware that I will be responsible for any co-payments, co-insurance and deductible.	 Sign below and date. 

First:    		           Middle Initial		       Last Name        Date
 _______________________	__________  	___________________   ______

[bookmark: _GoBack]	Reviewed by:

________________________________________Sign______________________________________________Date_____________								

							
