Application for Medicare Co-Insurance Waiver

Medicare law requires a health care provider (such as a pharmacy or medical equipment company) that accepts an assignment for services billed to the Medicare program, to bill the beneficiary for a portion of the cost of these services.  This is called Medicare co-insurances.  The health care provider may, however, elect to waive all or a portion of the Medicare co-insurance if the health care provider determines that the beneficiary does not have the ability to pay the Medicare co-insurance.  In order to assist us in determining if you have the ability to pay the Medicare co-insurance, please answer the following questions:

Name: __________________________
Phone Number: _________________


Address: _________________________ Age: _____ Sex: _____ 

Medicare Number: ________________________________

1)
Are you receiving any type of assistance from local, county, state, or federal government agencies?  If so, describe this assistance _______________________________________________________________________________________

2)
If not, do you qualify for assistance from local, county, state, or federal government agencies?  If so, for what type of assistance are you qualified to receive? _______________________________________________________________________________________

3)
Do you have other health insurance that covers health related products or services? _____ If so, list the companies and policy numbers. _______________________________________________________________________________________

4)
Is a guardian or anyone else legally responsible for your medical bills? ____ If so, give the name, address and phone number of this person. _______________________________________________________________________________________

5)
Are you employed? ____ If so, what is your pay period (e.g., weekly, every other week, 1st & 15th)? ____


How much do you gross per pay period? ____  How much do you net per pay period?____

6)
Do you own your own home? ____ If so, is it paid for or are you still making payments on it? ____ 


How much is each monthly payment? ____

7)
How much do you have in savings to which you have immediate access (does not include qualified retirement)? _______________________________________________________________

8)
What is your month net income from:
Your Employment: _____






Social Security: _____






Retirement: _____






Investments: _____






Other: ____________________________

9)
What are your monthly expenses:
Rent or House Payment: _____

Utilities: _____






Car Payment: _____


Other Trans: _____






Food: _____


Medical Bills: _____






Other: ______________________________________________






Total: $________________________

I certify that the above information is true and correct and I request that the Medicare co-insurance be waived.

Patient’s Signature: __________________________
Date: _____/_____/_____

OFFICE USE ONLY

Date: _____/_____/_____

____
Waiver Approved
____
Waiver Denied

