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Patient Name: ___________________  Date: ____________________ 

 

Patient Acct#: ___________________ 

 

 

  

 

INSURANCE WAIVER ACKNOWLEDGEMENT 

 

 
Dear Patient, 

 

 Due to the rising cost of healthcare and the minimum reimbursement from 

insurance companies, you will be responsible for the charges that are not covered 

by your insurance company. Some charges are considered, but at less than the 

doctor’s cost, therefore, you will be responsible for the difference, all other charges 

not payable will be charged in full. These charges are payable at the time of 

service. Please sign below that you acknowledge and accept this waiver and 

responsibility. 

 

 

 

______________________________             ____________________ 

Patient/Responsible Party Signature     Date   

  


