MEDICARE PROVIDER PIN #: 8856470

ADVANCED MEDICARE BENEFICIARY NOTICE

Medicare may determine that the service described below is “not medically necessary” or a “non-covered charge” because, according to Medicare rules, the “diagnosis does not justify the level of services provided”.  Often, this refers to tests that your Practitioner has recommended for you.  

Procedure _____________________________________

Diagnosis _____________________________________

Cost __________________________________________

Procedure _____________________________________

Diagnosis _____________________________________

Cost __________________________________________

Procedure _____________________________________

Diagnosis _____________________________________

Cost __________________________________________

BENEFICIARY AGREEMENT

My Practitioner has notified me that he/she believes, in my case, Medicare is likely to deny payment for the services identified above.  I understand the reason for possible denial.  If Medicare denies payment, it is also likely that my secondary insurance may as well.  I agree to be personally and fully responsible for payment in full as outlined in MANDANA AHMADIAN, MD, P.L.L.C. financial policy.

___________________________

__________________________

            PRINT NAME



SIGNATURE

DATE: ________________

