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" Good Faith Estlmate for Health Care Items and Serv:ces |

| Patient

Patient First Name Middle Name Last Name

Patient Date of Birth: / /

Account Number (last four digits)
(optional):

Patient Mailing Address, Phone Number, and Email Address

Street or PO Box Apartment
City State ZIP Code
Phone

Email Address

Patient's Contact Preference: [ ] By mail | [ ] By email [ 1By phone

Patient Diagnosis (if determined)

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: / /

Summary of Expected Charges
L(See the itemized estimate attached for more detail.)

Provider Name Estimated Total Cost
Provider Name Estimated Total Cost
Provider Name Estimated Total Cost

Total Estimated Cost: $
]

The following is a detailed list of expected charges for [LIST PRIMARY SERVICE
OR ITEM], scheduled for [LIST DATE[S] OF SERVICE, IF SCHEDULED] [[ADD
IF ADDITIONAL ITEMS/SERVICES ARE BEING INCLUDED)], as well as for
items or services reasonably expected to be furnished in conjunction with the
primary item or service as part of the period of care]. [Include if items or services
are reoccurring, “The estimated costs are valid for 12 months from the date of the
Good Faith Estimate.”]




