
D.J. Weigel, C.A. Lohmueller, E.D. Weigel, Optometrist, P.C 
223 E Washington Street, P.O. Box 167 

Greensburg, IN  47240 
(812) 663-2480 

Fax: (812) 662-0486 
 
 
 

OFFICE PAYMENT POLICY 
 
 
 

1. Payment is expected the date of service. 
2. Payment may be made by cash, check, money order, or credit/debit card. 
3. Before glasses or contact lenses are ordered, half of the total charge must be paid.  The balance 

is to be paid in full when the eyewear is picked up. 
4. All repairs are to be paid for when performed. 

 
 

OFFICE POLICY FOR INSURANCE BILLING 
 
You are responsible for providing the most recent insurance card at the time of service. You are 
responsible for your portion of the charges at the time services are rendered. This includes all co-pays 
and deductibles.  We will try to determine as accurately as possible what the insurance will pay, but you 
are responsible for the entire balance if insurance denies the claim.  If it is not paid by the insurance 
company within 90 days of filling the claim, the balance becomes your responsibility.  We will provide 
receipts for you to file for reimbursement. 
 

INSURANCE SIGNATURE ON FILE 
 
I certify that the information given by me in applying for insurance and/or Medicare payment is true and 
correct.  I authorize my doctor and or his/her staff to act as my agent in helping me obtain payment of 
my insurance benefits, and I authorize payments directly to Drs. Weigel, Lohmueller, and Weigel on my 
behalf for any services or materials received. I authorize the release of any medical information to the 
insurance company and its agents as necessary to determine the benefits payable to related services 
and materials.  If I have other health insurance coverage, my signature authorizes release of the above 
medical information to the appropriate insurer or agency, and authorizes my doctor or his/her staff to 
act as my agent, as above. 
 
 
 
 
I have read and understand the office policies as above. 
 
 
 
______________________________________________________  ___________________ 
Lifetime Patient Signature       Date  


