
 

621 Pound Hill Road  
Suite 104 
North Smithfield, RI 02896 
(401) 769-6323 

Patient Responsibility / Referral Waiver  

This waiver is being used to ensure the integrity and purpose of the primary care 
physician referral system.  

PATIENT RESPONSIBILITY AGREEMENT / REFERRAL WAIVER  
I, __________________________________, am a member of 
___________________________ (HMO), and I have a scheduled appointment 
with Duquette Family Eye Care Inc. on __/__/____.  

I do not have a referral letter or authorized referral number. I understand that the 
referral letter or an authorized referral number is required prior to scheduling this 
visit in order to assure that it is a covered benefit. I acknowledge that I do not 
have a referral for today’s visit but elect to receive care. This required referral 
letter and/or authorizing is to be obtained and delivered to the provider’s office 
within three business days of the date of service; it should also be backdated to 
the original date of service as noted above.  

I also understand and agree that if I do not obtain the required letter and/or 
authorization within three business days of the date of service and deliver it to 
the provider’s office, then I will be responsible for the payment of charges and will 
be billed directly. The HMO will not be responsible for any charges connected 
with this visit.  

Signature of Patient or Legal Guardian and 
date:______________________________________
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