
 

 

 

 

POLICY: 

 

The center is dedicated to helping patients understand their health care costs in advance of care 

to minimize unforeseen (surprise) medical bills in compliance with Federal and State law.  The 

Center is committed to recognizing the changes in healthcare billing and implementing new 

processes as needed to maintain compliance with the No Surprises Act. 

 

PROCEDURE: 

 

1. The Center will post the required notices at the front desk in plain sight for patients to 

review. (See Appendix A & B)  Patients will also receive an individual copy with their 

patient estimate. 

 

2. The Center will provide a good faith estimate to self-pay patients within 48 hours of the 

case being scheduled. (See Appendix C)  

 

  

3. The Center will inform patients if they are out-of-network, and will not balance bill any 

patients for out-of-network services.  
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Appendix A 

Notice Rights and Protections Against Surprise Medical Bills 
 

Your Rights and Protections Against Surprise Medical Bills 

When you get emergency care or are treated by an out-of-network provider at an 

in-network hospital or ambulatory surgical center, you are protected from 

balance billing. In these cases, you shouldn’t be charged more than your plan’s 

copayments, coinsurance and/or deductible. 

What is “balance billing” (sometimes called “surprise billing”)?  
 
When you see a doctor or other health care provider, you may owe certain out-of-pocket costs, 
like a copayment, coinsurance, or deductible. You may have additional costs or have to pay the 
entire bill if you see a provider or visit a health care facility that isn’t in your health plan’s 
network.  
 
“Out-of-network” means providers and facilities that haven’t signed a contract with your health 
plan to provide services. Out-of-network providers may be allowed to bill you for the difference 
between what your plan pays and the full amount charged for a service. This is called “balance 
billing.” This amount is likely more than in-network costs for the same service and might not 
count toward your plan’s deductible or annual out-of-pocket limit.  
 
“Surprise billing” is an unexpected balance bill. This can happen when you can’t control who is 
involved in your care—like when you have an emergency or when you schedule a visit at an in-
network facility but are unexpectedly treated by an out-of-network provider. Surprise medical 
bills could cost thousands of dollars depending on the procedure or service.  
 
You’re protected from balance billing for:  
 
Emergency services  
If you have an emergency medical condition and get emergency services from an out-of-
network provider or facility, the most they can bill you is your plan’s in-network cost-sharing 
amount (such as copayments, coinsurance, and deductibles). You can’t be balance billed for 
these emergency services. This includes services you may get after you’re in stable condition, 
unless you give written consent and give up your protections not to be balanced billed for these 
post-stabilization services.  
 
Certain services at an in-network hospital or ambulatory surgical center  



 

When you get services from an in-network hospital or 

ambulatory surgical center, certain providers there may be 

out-of-network. In these cases, the most those providers can bill you is your plan’s in-network 

cost-sharing amount. This applies to emergency medicine, anesthesia, pathology, radiology, 

laboratory, neonatology, assistant surgeon, hospitalist, or intensivist services. These providers 

can’t balance bill you and may not ask you to give up your protections not to be balance billed. 

If you get other types of services at these in-network facilities, out-of-network providers can’t 
balance bill you, unless you give written consent and give up your protections.  
 

You’re never required to give up your protections from balance billing. You also 

aren’t required to get out-of-network care. You can choose a provider or facility 

in your plan’s network. 

 

When balance billing isn’t allowed, you also have these protections:  
 
• You’re only responsible for paying your share of the cost (like the copayments, coinsurance, 
and deductible that you would pay if the provider or facility was in-network). Your health plan 
will pay any additional costs to out-of-network providers and facilities directly.  
 
• Generally, your health plan must:  

o Cover emergency services without requiring you to get approval for services in 
advance (also known as “prior authorization”).  

o Cover emergency services by out-of-network providers.  

o Base what you owe the provider or facility (cost-sharing) on what it would pay an in-
network provider or facility and show that amount in your explanation of benefits.  

o Count any amount you pay for emergency services or out-of-network services toward 
your in-network deductible and out-of-pocket limit.  

 
If you think you’ve been wrongly billed, contact the No Surprises Act help desk at 1-800-985-
3059.  
Visit www.cms.gov/nosurprises/consumers for more information about your rights under 
federal law.  

 

 

 

 

 

 

 

 

http://www.cms.gov/nosurprises/consumers


 

 

 

 

 

 

Appendix B 

Notice Good Faith Estimate 

 

 
You have the right to receive a “Good Faith Estimate” 

explaining how much your medical care will cost 
 
Under the law, health care providers need to give patients who don’t 
have insurance or who are not using insurance an estimate of the bill 
for medical items and services.  
 
•You have the right to receive a Good Faith Estimate for the total expected 
cost of any non-emergency items or services. This includes related costs 
like medical tests, prescription drugs, equipment, and hospital fees. 
 
•Make sure your health care provider gives you a Good Faith Estimate in 
writing at least 1 business day before your medical service or item. You can 
also ask your health care provider, and any other provider you choose, for 
a Good Faith Estimate before you schedule an item or service. 
 
•If you receive a bill that is at least $400 more than your Good Faith 
Estimate, you can dispute the bill. 
 
•Make sure to save a copy or picture of your Good Faith Estimate. 
 
 

For questions or more information about your right to a Good Faith Estimate, visit 

www.cms.gov/nosurprises or call  

 

 

 

 

 

 

http://www.cms.gov/nosurprises


 

 

 

 

 

Appendix C 

Good Faith Estimate 

 

 

Good Faith Estimate for Health Care Items and Services 

Patient 

Patient First Name                   Middle Name                            Last Name 

   Patient Date of Birth: ____________/________/__________        

   Patient Identification Number: 

Patient Mailing Address, Phone Number, and Email Address 

     Street or PO Box                                                                               Apartment 

     City                                                             State                                                  ZIP C ode 

     Phone 

     Email Address 

     Patient’s Contact Preference:      [  ] By mail         [  ] By email 

Patient Diagnosis 

     Primary Service or Item Requested/Scheduled 

     Patient Primary Diagnosis                                               Primary Diagnosis Code 

     Patient Secondary Diagnosis                                          Secondary Diagnosis Code 

If scheduled, list the date(s) the Primary Service or Item will be provided: 
 [  ] Check this box if this service or item is not yet scheduled 



 

Date of Good Faith Estimate: ____________/________/__________ 

 

     Provider Name                                                                                           Estimated Cost  

     Provider Name                                                                                           Estimated Cost  

     Provider Name                                                                                           Estimated Cost  

     Provider Name                                                                                           Estimated Cost  

                                                     Total Estimated Cost: $ 

 

The following is a detailed list of expected charges for [LIST PRIMARY SERVICE OR 

ITEM], scheduled for [LIST DATE OF SERVICE, IF SCHEDULED].  

The estimated costs are valid for 12 months from the date of the Good Faith 

Estimate 

 

 

 

 

 

 

 

 

 



 

 

 

Disclaimer  
 
This Good Faith Estimate shows the costs of items and services that are 
reasonably expected for your health care needs for an item or service. The 
estimate is based on information known at the time the estimate was 
created.  
The Good Faith Estimate does not include any unknown or unexpected 

costs that may arise during treatment. You could be charged more if 

complications or special circumstances occur. If this happens, federal law 

allows you to dispute (appeal) the bill. 

 

If you are billed for more than this Good Faith Estimate, you 
have the right to dispute the bill.  
 
You may contact the health care provider or facility listed to let them know 
the billed charges are higher than the Good Faith Estimate. You can ask 
them to update the bill to match the Good Faith Estimate, ask to negotiate 
the bill, or ask if there is financial assistance available.  
 
You may also start a dispute resolution process with the U.S. Department 
of Health and Human Services (HHS). If you choose to use the dispute 
resolution process, you must start the dispute process within 120 calendar 
days (about 4 months) of the date on the original bill.  
 
There is a $25 fee to use the dispute process. If the agency reviewing your 
dispute agrees with you, you will have to pay the price on this Good Faith 
Estimate. If the agency disagrees with you and agrees with the health care 
provider or facility, you will have to pay the higher amount.  
 
To learn more and get a form to start the process, go to 
www.cms.gov/nosurprises  or call 1-800-985-3059. 
  
For questions or more information about your right to a Good Faith 
Estimate or the dispute process, visit www.cms.gov/nosurprises or call 
 1-800-985-3059.  
 

http://www.cms.gov/nosurprises%20%20or%20call%201-800-985-3059


 

Keep a copy of this Good Faith Estimate in 

a safe place or take pictures of it. You may need it if you are billed 

a higher amount. 


