<NAME OF PRACTICE>

<ADDRESS>

<PHONE/FAX>


Estimate of Medical Fees

This “Estimate of Medical Fees” could be part of your practice Informed Financial Consent Policy. Its purpose is to clearly identify non-covered or elective services, typically at the beginning of treatment.

Be aware of individual third-party payer policies regarding the notification of these types of services. Some payers have their own specific forms that must be used. For example, CMS has their own form called the Advanced Beneficiary Notice (ABN) which must be used to inform Medicare beneficiaries of the patient’s financial responsibility when services may be denied/non-covered.

This form is for those cases in which there is no third-party payer requirement. It helps the patient understand the financial implications before treatment begins.

ESTIMATE OF MEDICAL FEES
Patient Information
Patient Name ___________________________________ DOB: _______ Account # ______________

PROPOSED TREATMENT PLAN DETAILS
*These columns are optional         
	Description
	Fee
	Estimated

Medicare Benefit*
	Estimated

Insurance Benefit*
	Estimated Patient Portion*

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


These fees are only estimates. Actual coverage may vary depending on the following: 

Patient / Authorized Representative Declaration
I understand that this is an estimate only and may be subject to variation. I acknowledge that is it my responsibility to pay any health plan (insurance) non-covered services, deductibles, and/or co-pays.

___________________________________________                           ___________________
Signature of Responsible Party (Patient or Legal Guardian                                                                 Date
Form may be copied or customized by members/customers for use in their own office – Not to be distributed
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