
Account #__________________ 

KELLER, CRYMES, DEMARCO, & SAMS, LLC 
(dba Athens Eye Doctors and Surgeons, LLC) 

 

OFFICE PAYMENT POLICY 

Payment for services is due at the time services are rendered. We accept cash, 

checks, and major credit cards. As a service to our patients, we are happy to file your 

insurance claims as long as you provide a current insurance card and accurate 

information for filing. Please note the following items: 

1. Not all services are covered by insurance plans. Non-covered service charges 

are your responsibility, for example, refraction (the process of determining 

your eyeglass prescription) is $30.00.  

2. Co-payments and deductibles are due at the time services are rendered. It is 

unlawful for us to waive co-pays or deductibles. 

3. Benefits quoted by your insurance company are not a guarantee of payment.  

If you are covered by a wellness plan, it is your responsibility to inform our 

staff of the provisions included in your policy.  

4. After 60 days any balance still outstanding on your account, regardless of any 

insurance claim, becomes your responsibility and we expect payment in full at 

that time.  Should this happen, we would appreciate your contacting your 

insurance company, as Georgia law requires either payment or a written 

explanation for nonpayment within 60 days of filing.  

5. If you are unable to pay your outstanding balance in full at that time, please 

call us to arrange monthly payments. You will be required to sign a payment 

plan agreement. 

6. Balances older than 90 days are reviewed and turned over to collections or 

directed for legal remedy. Subsequently you will be responsible for any 

collection and/or legal fees. 

7. Returned checks are subject to a $25.00 check fee. 

8. We accept Medicare assignment, and file claims for Medicare and Medicaid. 

If Medicare is your only insurance, you will be responsible for paying the 

deductible and 20% co-insurance at the conclusion of your visit. 

 

Please remember that you, the patient, are financially responsible for the 

treatments you receive at Keller, Crymes, DeMarco & Sams LLC. If you have special 

financial needs, please discuss them with our business office before you leave. 

I agree to notify Keller, Crymes, DeMarco & Sams LLC if my insurance 

company/coverage should be cancelled or changed. 

 

I have read and understand the above policy and agree to abide by these terms. 

 

_____________________________________     Date ________________________ 

Patient’s Signature (or legal guardian) 

 

_______________________________________ 

Patient’s Date of Birth 

   


