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Self-Pay Acknowledgement Form
Dear Patient,
You are being provided this letter of acknowledgement because you have requested that your doctor visit today be coded as “self-pay”.
Please select one of the four options that applies to your Suburban Orthopaedics services
1) ___ I have no insurance coverage.
2) ___ I am opting out of using my insurance for today’s visit.
3) ___ My service today is not covered by my insurance plan.
4) ___ I have no out of network benefits.

We want you to know what to expect so that you can make an informed decision. To accomplish this, by signing below you agree to the following:
•All fees for the self-pay service must be paid on the date of service.
•These services cannot be billed to insurance and are not eligible for Health Savings Accounts or Deductible Reimbursement Accounts
•The self-pay amount covers only the professional services provided by Suburban Orthopaedics Provider.
•Please let your physician or a staff member know if you prefer to have any ancillary services like lab work or x-rays or MRI or PT services done by a non-Suburban Orthopaedics facility. We will gladly provide you the paperwork you will need to accomplish this.
•If you choose to use a non-Suburban Orthopaedics facility it will be your responsibility to obtain your test results and provide the results to your physician

If you are opting out of using insurance, by signing this form you understand that these services will not be submitted to your insurance although they may be a covered benefit under your plan.
By my signature below, I acknowledge that I have read and understand the above and have been given the opportunity to ask questions. I confirm that I am the patient, or the patient’s duly authorized representative.
[bookmark: _GoBack]Patient Signature _____________________________________ Today’s Date ___________________
Patient Name (Please Print) ________________________________ Date of Birth __________________

If signed by someone other than the patient, specify relationship to the patient: __________________
 Signature ________________________________Date _____________________
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