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IMMUNIZATION COST WAIVER TO PREFERRED PROVIDER AGREEMENTS

Advance Beneficiary Notice (ABN)-v.3/10

Note: You will need to make a choice about receiving these health care items or services.

Your health insurance may not pay for the item(s) that are described below. Health insurers do not necessarily pay for all of your health care costs. Insurance only pays for covered items and services. The fact that insurance may not pay for a particular service does not mean that you should not receive it, if your doctor recommends that you do receive this service.

Some immunizations, such as travel immunizations, new vaccines, or vaccine combinations may not be covered by your insurance company, or they may be only partially covered.  In these cases, (especially with a new vaccine) insurance companies do not reimburse us for the actual cost of the vaccine. For example, on your EOB, the reimbursement listed in the “allowed amount” column may be far below our actual cost and the balance is transferred as a write-off to the “provider adjustment” column.  

We CANNOT accept less than our cost as reimbursement for vaccinations.  By agreeing to be vaccinated, you agree that you will be liable for the full cost to our office of all vaccines if that cost is not covered by your insurance.  In some instances (e.g.  HPV4-Gardasil™), we may ask for payment in advance for the immunization.

For HMO patients, or certain PPO patients, we will provide immunizations only when reimbursement levels meet our costs (due to contractual restrictions as providers).

I have read and accept the terms for payment for vaccines given by Marin Pediatric Associates.  I acknowledge that I will be responsible for the full amount of vaccination charges incurred. 

_______________________________________________   _____________

Signature of responsible party




date

Patient’s name(s)

Patient’s name(s)

