Co-insurance Waiver

I hereby request waiver of co-insurance payment for I believe that I am a low income user of the durable medical equipment which I am renting/purchasing from _________________________________________ (Company name) 

I represent that if I were required to pay my co-insurance portion for the monthly equipment rentals/sale, I would have to deny myself needed medical services which I sorely need.

I, therefore request a waiver of my non-deductible co-insurance portion of the rental/sale, so that I shall not be required to pay the 20% charge otherwise payable by the beneficiary under the Medicare regulations. I do, however, understand that I am still responsible for the deductible charges yearly.

_____________________________________________________________________

Name (Please print)

___________________________________________________________________

Signature

____________________________________________________________________

Address

_____________________________________

Date

____________________________________________________________

Authorized Representative

