
Payment Plan Options
DAVIS DUEHR DEAN CENTER FOR REFRACTIVE SURGERY

The Davis Duehr Dean Center for Refractive Surgery offers affordable, easy payment plan options 
at reasonable rates. There is no application fee or penalty for early payment and interest accrues from
the date of surgery. Once your application has been approved, you will be contacted to establish a
payment plan that is best suited for you. A signed contract agreeing to the terms of the payment plan
and your down payment is required two weeks prior to your scheduled surgery date. In addition,
for your convenience, we also accept cash, personal checks, money orders, Visa, and MasterCard.

Should you have any further questions regarding our payment plan program, please contact our Dean
Medical Center Financial Services Department at (608) 250-1100 or toll-free at (877) 434-3326 and
ask for Refractive Surgery Financing.

The completed Credit Application can be faxed to (608) 250-1453 or mailed to:
Dean Business Office • ATTN: Financial Services • 1808 W. Beltline Hwy. • Madison, WI 53725

FINANCING OPTIONS

LASIK with LASIK with 
with IntraLase Microkeratome or PRK

$3,990.00 $3,390.00

25% DOWN PAYMENT, Interest Rate 9%

Plan 25% Down $997.50 $847.50

D2512 12-Month Payment Plan $261.70 per Month $222.35 per Month

D2518 18-Month Payment Plan $178.35 per Month $151.53 per Month

D2524 24-Month Payment Plan $136.71 per Month $116.15 per Month

Financed Amount $2,992.50 $2,542.50

50% DOWN PAYMENT, Interest Rate 7%

Plan 50% Down $1,995.00 $1,695.00

D5012 12-Month Payment Plan $172.62 per Month $146.66 per Month

D5018 18-Month Payment Plan $117.08 per Month $99.47 per Month

Financed Amount $1,995.00 $1,695.00

*Plan options are subject to change without notice at any time.
The plan option available to you will be based on Credit Application approval.

Publication date: September 4, 2000
Updated: October 2007



Applicant Plan Option

Name (First, MI, Last)

Present Address City State Zip Years/Months

Date of Birth Social Security Number Own ❐ Payment Home Phone

Rent ❐ $

Former Address (if less than two years at current) City State Zip Years/Months

Employed By Employer’s Address City State Zip Years/Months

Position Monthly Salary Work Phone Former Employer (if less than two years at current) Years/Months

Other Income Source Amount

$

Name of Nearest Relative Not Living with You Relationship Phone

Co-Applicant

Spouse’s Name (First, MI, Last) Date of Birth Social Security Number

Employed By Employer’s Address City State Zip Years/Months

Position Monthly Salary Work Phone
$

Sign Here

By signing, Applicant(s) (“you”): (a) certify that the information provided above is true and correct; (b) acknowledge that this
Application is subject to approval by Dean Health Systems; (c) agree that we may contact any source necessary to verify your credit
responsibility.

X________________________________ __________________ X __________________________________ ______________
Signature of Applicant Date Signature of Co-Applicant Date

Business Office Use Only

Account Information Place of Service Physician

Credit Search Procedure Date

Credit Approval/Notification of Applicant Finance Amount Annual % Rate Monthly Payment

Credit Application DAVIS DUEHR DEAN CENTER FOR REFRACTIVE SURGERY

10/07




