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    Ophthalmic Plastic and Reconstructive Surgery 
 

Terms of Self-Pay Surgical Procedures in Hospital 
 
 
Ophthalmology Partners, Ltd., is happy you have chosen Dr. Fountain to perform your 
eye surgery. It has been determined that your surgery is not considered medically 
necessary and therefore not covered by third-party insurance. 
 
There are three components of charges for your surgery, (1) surgeon’s fee, (2) hospital 
facility charge, and (3) anesthesia fee. 
 
It is important that you understand that fees paid to your surgeon, your anesthesiologist, 
and the hospital are for services rendered, not for perceived results. While Dr. Fountain 
will strive for a satisfactory surgical outcome, results cannot be guaranteed for a variety  
of reasons including effects of intra-operative sedation, degree of post-operative swelling,  
and the sometimes unpredictable nature of wound-healing. 
 
 In the event enhancement surgery is desired or needed in the first year, additional 
hospital and anesthesia fees will apply if the procedure requires a hospital setting. 
 
A deposit of 50% of Dr. Fountain’s fee is due at the time of booking and the balance 
is due prior to the day of surgery. Visa, Master, Discover and cash, check or money 
order are accepted forms of payment. 
           
    Dr. Fountain’s fee___________   50%____________ Balance due______________ 
     
Highland Park Hospital requires anesthesia and facility fees to be paid the same day 
of surgery for all cosmetic procedures. This cost is calculated according to the amount 
of time spent in the operating room and we will give you this total at the time of booking. 
Highland Park Hospital accepts the same method of payments as above. 
 
Your signature below confirms acceptance of the financial terms of self-pay surgical 
procedures. Thank you for choosing Ophthalmology Partners, Ltd. for your eye care 
needs. 
 
 
 
Patient Name 
 
 
_________________________________________________          __________________ 
Patient Signature       Date  


