Ny Visiorn Lori D. Moore, M.D.

Phone (626) 357-2020

Fax (626) 357-9020
Personalized, 21st century eye care (626)

FINANCIAL ARRANGEMENTS AND INSURANCE

ALL PATIENTS

Payments for charges, deductibles, and co-payments are due when services are rendered. We bill insurance when Dr.
Moore is a contract provider doctor. If you have insurance which Dr. Moore is NOT contracted, we provide a superbill for
you to submit for reimbursement from your insurance. If financial problems affect the timely payments of your account,
please notify us.

PPO INSURANCE

Bring current insurance cards and necessary forms for our office to bill insurance. PPO patients will be billed for any
balance after insurance pays. The $30.00 refraction portion of a complete eye exam is a non-covered service and
you are responsible for that amount. It is your responsibility to know your insurance benefits, since insurances have
many plans depending on employer or individual contract.

MEDICARE

Bring your Medicare card so we can bhill. Dr. Moore is a Medicare provider doctor and accepts assignment. Medicare
pays 80% of approved fees and you or your secondary insurance pays 20%. The $30.00 refraction portion of a
complete eye exam is a non-covered service and you are responsible for that amount. Medicare’s annual
deductible is $100.00 and must be met before Medicare pays.

MEDI-CAL

Bring your Medi-cal card so we can bill. Dr. Moore is a Medi-cal provider doctor and accepts assignments. If you are not
eligible for benefits at the time of service, you will be responsible for the balance.

VISION INSURANCE

Bring current insurance cards and necessary forms for our office to hill. We will bill insurance only when Dr. Moore is a
contract provider doctor. It is your responsibility to know your insurance benefits and when you are eligible for exam and
glasses. We will obtain prior authorization if the vision plan requires.
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