
Patient Acknowledgement of Fees 
 

Please be advised that there is a $50.00 fee if you do not cancel your 
appointment at least 24 hours before your scheduled appointment.   
 
There is also a $25.00 returned check fee that will be charged to the 
responsible party. 
 
Please be advised that Dr. John Gleichauf reserves the right to refuse you as 
a patient if you cancel your appointment more than twice without notice. 
 
 
 
 
Signature of Patient/Responsible Party  
 
Date 
 
Patients with Medical Coverage Only!! 
 
Due to change of reimbursement policies with local carriers, we have been 
instructed to charge for refractions.  A refraction is the lens prescription that 
Dr. Gleichauf creates for your glasses to ensure the best possible vision.  
Currently, Medicare does not reimburse for refractions.  The charge will be 
$65.00.  This will only be charged, at the most, twice a year, depending on 
your medical condition.  This applies to those that only have medical 
insurance and no vision insurance. 
 
 
Signature of Patient/Responsible Party  
 
Date 

 
 
 

Patients with vision plans please read and sign the back of this 
page. 

 
Thank you. 

 
 
 



Patient Acknowledgement of Services(vision plans only) 
 

Please note that vision plans (VSP, VBA, etc) do not cover any medical 
service.  They only cover dilation and refraction for glasses or contacts. 
 
A full comprehensive exam covers medical services such as testing for 
glaucoma, diabetes, allergies, or any other medical ailment you may have.  
Please understand that it is the doctor’s responsibility to track these ailments, 
and follow them accordingly; therefore, any additional tests he may need to 
perform will be billed to your medical insurance. 
 
Signature of patient/responsible party 
 
Date 
 
VSP Only  
Please note that if you receive a contact fitting and do not purchase your 
contacts here, there will be a $33.50 fee added to your visit to cover the 
contact fitting.  VSP does not cover the entire fitting fee unless you purchase 
your contacts at this location. 
 
Signature of Patient/responsible party 
 
Date 
 


