Patient Authorization for Payment of Non-Covered Services

Allied Pediatrics of New York, PLLC: waiver for Lactation Home Visits

Patient’s Name:____________________Date:________________

Please be advised that your insurance does not pay for lactation home visits.  This service is not considered a “covered benefit” under your health insurance plan and as such, your insurance will not pay for this service.

By signing this authorization, I agree to pay for services that are not otherwise covered under my insurance plan.  I acknowledge that I have been informed in advance that this service is not covered by my health insurance plan.

The service being provided today is:  Lactation Home Visit

The fee for this service is: $250

By signing this medical services waiver, I am hereby agreeing in advance, in writing, to accept full financial responsibility for all costs associated with these medical services described in this document.   I agree to pay the above amount directly to Allied Pediatrics.  I understand that lactation consultants are not recognized as “providers” by my insurance company and as such, Allied Pediatrics cannot submit a claim on my behalf for the above noted service.  

Print Patient Name___________________________

Parent Signature (if applicable)_______________________

Name of Parent or Legal Guardian (if applicable)____________________________

Signature of Parent or Legal Guardian (if applicable)________________________________

Date_________________

This form must be signed by the patient or legal guardian PRIOR to receiving any non-covered services or items and must be maintained in the patient’s health record.
