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Your Vision Therapy Program 

Thomas G 

 

 
Please keep in mind that as you progress through your Therapy Program, the amount and type of therapy you 

require may change.  This is due to progress being made more, or less quickly than anticipated.  The doctor in 

charge of your program will discuss this with you as you progress through therapy.  We are here to provide the 

best possible care for you and your family.  If you have any questions or concerns, please feel free to contact the 

office at any time. 

 

A.  Program Specifics 

The doctor has prescribed ____2___ part (s) to your visual program.  In order to achieve the desired results, the 

entire program must be completed. 

 

1.  The doctor has prescribed _18__ sessions of a Vision & Learning program.  This 

part of the program WILL NOT be covered by insurance.  This portion of the 

program is $130* per session if paid at the time of service.  A 15% discount will be 

applied if all sessions are paid in advance upon registration. 

   

2. The doctor has prescribed __18_ sessions of Orthoptic Therapy, CPT 92065 / 92012.  

This portion of the program is $160* per session.  Some insurance companies may 

cover this service.  If Eyecare Professionals, P.C. does not participate as a network 

provider in your particular plan, all fees for services are the sole responsibility of the 

patient.  If Orthoptic Therapy is not a covered service with your plan, or we do not 

participate with them, a time-of-service discount is offered to our patients, making 

each session $130*.  In addition, a 15% discount will be applied if all sessions are 

paid in advance upon registration. 

 

The Orthoptic and Vision and Learning sessions are done on an alternating basis (i.e.: Session 1-Vision and 

Learning, Session 2-Orthoptics, Session 3 Vision and Learning, etc.).  Therefore if you have insurance that 

covers Orthoptics, one session per week will be covered, the other (Vision and Learning) will not.  The skills 

acquired through Vision & Learning are required in conjunction with Orthoptics in order to maximally progress. 

 

 

B.  Vision Therapy Schedule 

Vision therapy sessions are scheduled twice a week.  Each session is forty minutes long.  The same appointments 

are kept every week.  This tends to make it less confusing for everyone.  The appointments will be as follows:  

 

_______________at_________ and _________________at____________. 
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C.  Attendance 

Time is set aside for you or your child and, therefore, is not available to anyone else. You are financially 

responsible for all therapy sessions.  A missed therapy appointment will carry its regular fee, but a make-up 

session may be scheduled at no additional charge, up to three weeks after the missed appointment. 

 

D.  Payment Options 

Payment by credit card (Visa/MasterCard/Discover/Amex) is accepted only if Option #1 is chosen. 
 

Vision therapy services cannot be rendered if the patient’s account carries a balance. 

 

For your convenience we have several payment options, please choose from the following: 

 

1.  Pay For The Entire Program and Receive a 15% Discount.  Patient’s who pay for the entire program 

before beginning vision therapy are eligible for a 15 % discount for vision therapy and required progress 

evaluations. 

 

Estimated Duration of Orthoptic Treatment         18 X $130/session =   $ 2340.00 

Estimated Duration of Vision and Learning Treatment        18 X $130/session  =  $ 2340.00 

Progress Evaluations (1 re-eval per 12 sessions)                     4 X $130/re-eval   =  $ 520.00 

Maintenance equipment (custom designed for each patient)       =  $ 150.00 

                   Subtotal  =  $ 5350.00 

                                                                 15% Pre-payment discount  =  $ -803.00 

                                            Total Payment  =  $ 4547.00 

 

 2.  Interest free financing.  This option is available through Care Credit Service.  This option allows the cost 

of therapy to be split into monthly, interest free payments. 

 

Estimated program cost    =     $5350.00* 

                                      Divided by 12 months = $446.00 / month 

 

If choosing this option, please go to www.carecredit.com to apply.  Once approved, please print the account 

information and bring it in at your first session. 

 
*no discounts can be combined with this option 

 

 3.  Per session.  Payments will be made at the front desk at the beginning of each session at the fee of $130 per session. 

                                             Payment is accepted in the form of check only. 

 

 

http://www.carecredit.com/
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E.  Insurance 

 

Vision therapy is typically not covered by most insurance plans. 

 

If Eyecare Professionals, P.C. is an in-network provider for your insurance plan, and they have either verbally or 

in written form, stated that Orthoptics will be covered under your plan, we agree to submit all authorized dates of 

service on your behalf.  Please remember, if our office contacts the insurance company on your behalf, any 

information conveyed by our office is a reflection of the information provided to us by your plan.  It is in no way 

an interpretation, by us, of your coverage.  Your insurance is a contract between you and your insurance 

company.  We are not party to that contract. 

 

We will be billing $160 per session, which is the Usual and Customary fee for Orthoptics.  The aforementioned 

price of $130 per session reflects a time of service discount.  If at any time during treatment our office receives a 

denial, the balance due from you will be $160 per session.  No time-of-service, or pre-payment discounts will be 

applied.  It is for this reason we urge you to have a definitive answer from your carrier before therapy begins. 

 

 

F.   Re-evaluations 

We re-evaluate patients after every 12 sessions.  This is a separate appointment from the regular vision therapy 

session.  During this appointment the doctor will check the progress of the patient.  Every patient is scheduled for 

a progress check three to four months after therapy is completed.  This allows us to monitor the patient and to 

ensure that the patient’s visual skills are remaining stable. 

 

G. Refund Policy 
If for some reason the patient does not complete the prescribed number of sessions, a refund of the session price 

paid will be given. 

 

 

H. Patient/Guardian Statement 

 

 
"I have read, understand, and agree to comply with the above Vision Therapy Office Policies." 

 

 

_____________________ 

Patient Name (PLEASE PRINT) 

 

 

____________________________________________   ___________________________ 

Signature of patient or parent / guardian     Date Signed* 

 

*All fees for services are subject to change without notice* 


