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INFORMED CONSENT
Medical Devices are covered only if considered reasonable and necessary AND must be ordered by your physician. Coverage criteria for many items require a Certificate of Medical Necessity and, in some cases, additional medical documentation. If a claim is submitted without this information it is likely to be denied. You have the right to make an informed decision. 

In your case a claim CANNOT / WILL NOT be submitted on your behalf because:

1. The item is not covered OR;

2. You are using an item for convenience purposes OR;

3. You have no Medical Documentation to support a claim OR;

4. You are not using the equipment in your home OR;

5. You or your family/caregiver want the equipment for their convenience OR;

6. You wish to purchase an item that can only be rented under insurance guidelines OR;

7. Based on our current relationship with you we know that this item would be considered same/similar to an item you already have making the item not medically necessary OR;

8. You have chosen to keep any Protected Health Information private and do not wish to disclose this information for purposes of claim submission OR; 

9. You have been advised that Bach’s Home Health Care Supply is an IN-NETWORK Provider with your insurance and that this claim must be submitted to insurance, but you choose to pay out of pocket and cannot submit this on your own for reimbursement OR;

10.  OTHER:   __________________________________________________



__________________________________________________

By signing this document you agree to pay for this item and understand that no claim will be submitted due to the above reason(s).

BENEFICIARY AGREEMENT TO PAY:

I AGREE TO MAKE PAYMENT FOR THE FOLLOWING ITEM (S) AND UNDERSTAND THAT THERE WILL BE NO CLAIM SUBMITTED TO AETNA, HEALTHNET, OXFORD, BCBS, OR ANY OTHER INSURANCE ON MY BEHALF, NOR WILL I SUBMIT THIS ON MY OWN BEHALF.

 ITEM (S):
____________________________________________________________



____________________________________________________________

Patient Name:
_______________________________________Date of Birth:
_____________

Address:          __________________________________________________________________

_______________________________________

_____________________________


Patient/Auth Rep Signature

Bachs Home Health Care Representative 

