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PATIENT RESPONSIBILITY FOR PAYMENT (Waiver)

Patient’s Name:	YNHH/MRN:	

Provider Name: 	 Contact Phone #: 	

The purpose of this form is to help you make an informed decision whether to receive this item(s) or service(s) knowing you may have to pay for them yourself. We expect that your insurance carrier will not pay for the item(s) or service(s) that are described below. The fact that your insurance carrier may not pay for a particular item or services does not mean that you should not receive it. There may be a good reason your doctor recommended it. Ask us to explain if you don’t understand why your insurance carrier probably won’t pay or how much it will cost you.
	


	
 	
	
 	
	
$	

	Date of Service*
	
	Service Description
	
	CPT
	
	Diagnosis
	Carrier
 	
	Reason #
 	
	Estimated Cost
$	

	Date of Service*
	
	Service Description
	
	CPT
	
	Diagnosis
	Carrier
 	
	Reason #
 	
	Estimated Cost
$	

	Date of Service*
	
	Service Description
	
	CPT
	
	Diagnosis
	Carrier
	Reason #
	Estimated Cost


*One year is the limit for use of a single waiver for an extended course of treatment; if the course of treatment extends beyond one year, a new waiver is required for the remainder of the course of treatment.

Reasons:
1. My insurance carrier doesn’t consider these services medically necessary for my condition.
2. My insurance carrier does not cover services that are not provided or approved by my Primary Care Physician (PCP).
3. My insurance carrier does not usually cover out-of-network services/providers.
4. My insurance carrier does not usually pay for this many visits or treatments.
5. My insurance carrier does not pay for this type of service or services considered experimental in nature.
6. My insurance carrier usually does not pay for such an extensive procedure.
7. My insurance carrier usually does not pay for like services by more than one doctor of the same specialty.
8. My insurance carrier does not pay for cosmetic surgery or related services.
9. My insurance carrier will not pay for this office visit unless it was an emergency.
10. My insurance carrier usually does not pay for this equipment.
11. My insurance carrier usually does not cover	(specify).
12. Required authorization has not been obtained from my insurance carrier.

PLEASE CHOOSE AND CHECK ONE BOX. SIGN AND DATE BELOW.
Option 1. YES. I want to receive these items or services. I want to receive the item(s)/service(s) listed above. I understand that I am responsible for payment of these item(s) or service(s). I want my insurance carrier billed for an official decision on payment. If my insurance carrier doesn’t pay, I can appeal to them for reconsideration of their denial. If my carrier pays, YMG will refund any payments I made less deductibles, copays and/or coinsurance amounts that I am responsible for.

Option 2. YES. I want to receive these items or services. Do not bill my insurance carrier. I agree to be financially responsible for the services rendered and will pay in full at the time of service.
Option 3. NO. I have decided not to receive these items or services. I do not want the services listed above. I understand that you will not be able to submit a claim to my insurance carrier and that I will not be able to appeal your opinion that my insurance carrier won’t pay.


Signing below means that you understand this notice and have received a copy.


Patient’s Name (Please Print)	Date

Signature of patient or person acting on patient’s behalf		Relationship
NOTE: Your health information will be kept confidential. Any information that we collect about you on this form will be kept confidential in our offices. If a claim is submitted to your insurance carrier, your health information on this form may be shared with your insurance carrier.
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