
    Insurance Waiver for Surgical Patients

       .        We participate with most major medical insurance plans We will bill all claims to the appropriate 
    .       .   insurance plans on your behalf We will obtain pre certification when necessary We will attempt 

     ; ,       to obtain benefit information for you however information quoted by the insurance company is 
           .    not a guarantee of benefits and can change retroactively at any time All quotes of deductible 

,          . amounts allowed amounts and coverage are estimates from your insurance company We  
       .strongly encourage you to verify your benefit coverage

          ’     . We are only able to offer benefit information for the surgeon s portion of the surgery The 
,       .    surgeon surgical center and the anesthesiologist bill separately Their billing department will 

        .        contact you if you owe fees for their portions We can supply the appropriate contacts so you 
      .may inquire about your responsibility in advance

      - ,   ,  .  You will be responsible for all co pays properly dated referrals and deductibles We request 
    .          payment in advance of surgery You may be billed for a remainder after the insurance 

  . processes the claim         ,   If the insurance policy does not cover the procedure you will be 
         .   responsible for charges unpaid by the insurance for the surgery

     -       . Insurances may include care for post operative examinations in the cost of surgery Guidelines 
            . are set by each insurance and depend on the type of procedure performed Examinations 

   ,     -  ,    . unrelated to the surgery or outside of the post operative period will be charged separately

  ,           ,   By signing below I understand that my insurance will be billed for my surgery I will be 
              -financially responsible for any charges unpaid or owed in advance of surgery and the post

        .operative period will vary depending on my insurance guidelines

_______________________________________ ______________
 (       )Patient or person authorized to sign for patient Date

_______________________________________ ______________
Witness Date
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