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Insurance Notice of Noncoverage
Note: You need to make a choice about receiving these healthcare items or services

DATE: _________________________________	TIME: _______________ 
We expect that your insurance company may not pay for the item(s) or service(s) that are described below. Your policy may not pay for all of your healthcare costs. Your plan pays for covered items and services when the policy rules are not met. The fact that your insurance may not pay for a particular item or service does not mean that you should not receive it. There may be good reason your doctor recommended it. Right now, in your case insurance probably will not pay for-
	Items or Services:
	Reason insurance won’t pay
	Estimated cost:

	General Anesthesia
	General anesthesia, unless medically necessary is not payable for colonoscopies and endoscopies. 
	$720.00 = $810.00
$175.00 paid in one month of receiving the bill.



What you need to know:
1. Read this notice so you can make an informed decision about your care.
1. Ask us any questions that you may have after you finish reading. 
1. Choose any option below about whether to receive the procedure listed on surgical consent
Please choose one option, check one box, and sign & date your choice
	____ Option 1: YES I want to receive general anesthesia for the procedure(s) listed on the surgical consent. I agree to be personally and fully responsible for payment at the cost of $175.00 for above service should my insurance provider elect not to cover the listed service. I understand I can appeal my insurance company’s decision. 

	____ Option 2: NO I have decided to have the procedure done under the sedation guidelines of my insurance company rather than under general anesthesia

	____ Option 3: I have decided not to have the procedure indicated above until I can review my case with my insurance company and the medical necessity for general anesthesia. 



Patient’s signature: ______________________________________________  Date:  _______________
If not patient, relationship to patient: _______________________________
	Note: Your health information will be kept confidential. Any information that we collect about you on this form will be kept confidential in our healthcare record. If a claim is submitted to insurance, your health information on this form may be shared with your insurance company. Your health information which your insurance company sees will be kept confidential with them. 
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