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FORM-4:  Financial Responsibility Statement & Medicare Private Contract
This Financial Responsibility Statement is entered into by me with the practitioners of Huber Personalized Medicine (Gary Huber, D.O., Tony Bianco, D.O., Chelsea Dorsett, RD,LD) as of the date set forth below. By signing this statement you agree that you are personally responsible for paying the costs of any and all services at the time they are delivered. 

I recognize that clinicians of Huber Personalized Medicine do not accept Medicare and/or any other form of healthcare insurance for their professional services. You will be given a “superbill” with ICD-10 codes that you can submit to your insurance provider if you choose to seek reimbursement. Huber Personalized Medicine is not responsible if Medicare and/or other forms of healthcare insurance denies coverage.
Our clinicians provide services on a fee-for-service direct payment basis.  
Medicare Private Contract
The clinicians at Huber Personalized Medicine (Dr. Gary Huber, Dr. Anthony Bianco and Chelsea Dorsett, R.D., L.D.) have opted-out of the Medicare reimbursement system. They are happy to treat you with medical services but we will not bill Medicare nor accept payment from the Medicare system.
By signing this Agreement you the patient acknowledge that:
· Medicare will not pay for the services provided to Patient by Physician. 
· Agrees not to submit a claim, or to request that Physician submit a claim, to Medicare for the services provided to Patient by Physician.  
· Agrees that Medicare’s “balance billing” and other limitations do not apply to the services provided to Patient by Physician. 
· Acknowledges that Medigap does not, and other supplemental health insurance plans may not, pay for the services provided to Patient provided by Physician because such services will not be reimbursed by Medicare. 
· You have a right to seek services from physicians who accept Medicare. 
· This Agreement was executed before Physician provided any services to you.
Patient Signature: ___________________________________ Date: ___________________ 
Print Name: _______________________________________________ 
_______________________________________________________________________________________
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