








Welcome to our practice. We are pleased to participate in your health care, and it is our primary concern to provide you 

with the best possible care for your eyes. The following is information concerning our �nancial policy.  We will be happy to 

answer any of your questions professionally and con�dentially.

We will bill your primary and secondary insurance for you as a courtesy. Please read the following authorization for insurance billing.

Release of Information/Financial Guarantee:
I give my permission to McCracken Eye & Face Institute, PC to bill my insurance company whether the bene�ts are to come to me or 

to McCracken Eye & Face Institute, PC. It is my understanding that I am eligible for medical bene�ts through my insurance. However, 

in the event that my insurance company categorizes services rendered to me as 'non-covered" or not medically necessary', I agree to 

pay in full for all such charges. I fully understand that it is my responsibility to advise the O�ce Manager if my insurance requires 

pre-admission review, pre-admission authorization, or a second opinion, or if it contains any special provisions (to include 

exclusionary rider) which must be satis�ed before payment by the insurance company can be made. If I fail to advise the O�ce 

Manager of such policy requirements and to comply in good faith, I agree to pay in full for all such charges.

If I am a member of a managed care plan, I understand that it is my responsibility to make 

sure the correct referral is in place from my Primary Care Doctor. (Co-pays will be made at 

the time of service.) I understand I will be financially responsible for any and all charges at the 

time of service should a referral not be supplied by my Primary Care Doctor. For individuals 

with private insurance, the signature below authorizes direct assignment of benefits to the 

doctor.

 

DATEPATIENT’S SIGNATURE / GUARANTOR’S SIGNATURE

EMERGENCY AND CONFIDENTIAL
PATIENT CONTACT PERSON:
• This is the only person to whom information will be released other than you, the patient.

Name Relationship

Address

Telephone Date of Birth

MICH A E L M  cCR ACK E N   ,  MD ,  FA C S

P  72 0 - 8 51- 6 6 00   |    F  72 0 - 8 51- 0 8 8 7   |    m c c r a c k e n m d . c o m

10 4 6 5 P a r k  M e a d o w s D r i v e    |   S u i t e  10 5   |    L o n e Tr e e ,  C O 8 0 124
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