Patient Waiver Form

We have been advised that _____ will not/may not cover ______ as the company now considers the test _____. 

In the event that your insurer does not cover this service, you will be responsible for payment. This is because your subscriber contract states that the patient is responsible for coinsurance, deductibles, and any non - covered services.

By signing below, you confirm that you have been advised and understand that you are financially responsible for this service, which is not covered by your insurance plan.

Signature of Patient or Guardian

________________________

Date

 ____________

