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Physician Notice:

Your health plan has indicated that the service(s) listed below are not covered services, 

therefore there are no plan benefits for the service(s). Your health plan is likely to deny payment 

for ______________________________________________________________________ for the following
specify particular service using, procedure code and description

reason: ______________________________________________________________________________.
give reason(s) for denial

Patient Agreement:

I have been notified by my physician that he or she believes that, in my case, 

_____________________________ is likely to deny payment for the services identified above. I agree to

assume financial responsibility for the service(s).

Signed,

Signature of patient or person acting on patient’s behalf Date

Signature of person who explained waiver of liability Date

The non-covered services may include separate bills for a hospital fee as well as a physician fee for
the services rendered.
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