
Mount Vernon Eye Care
Payment Responsibility Form

Date __________________________________

I understand that I am fully responsible for all non-covered charges not paid by insurance.

Signature ______________________________

Date __________________________________

I understand that I am fully responsible for all non-covered charges not paid by insurance.

Signature ______________________________

Date __________________________________

I understand that I am fully responsible for all non-covered charges not paid by insurance.

Signature ______________________________

Date __________________________________

I understand that I am fully responsible for all non-covered charges not paid by insurance.

Signature ______________________________

Date __________________________________

I understand that I am fully responsible for all non-covered charges not paid by insurance.

Signature ______________________________

Date __________________________________

I understand that I am fully responsible for all non-covered charges not paid by insurance.

Signature ______________________________

Date __________________________________

I understand that I am fully responsible for all non-covered charges not paid by insurance.

Signature ______________________________
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