WAIVER OF LIABILITY

According to the information provided to __________________________________ (Company Name), upon receipt of the order for your equipment, your third party insurance carrier(s) are as listed below: 

Primary: __________________________ Policy/Group #: _______________________

Secondary: ________________________ Policy/Group #: _______________________

Tertiary: __________________________ Policy/Group #: _______________________

Equipment ordered:

Please note __________________________________ (Company Name) will attempt to collect any monies due for services rendered from the carriers listed above. However, we believe that, in your case, your third party payor(s) may deny payment, in part or in full, for the equipment listed above for the following reasons:

Agreement on the part __________________________________ (Company Name) to file your insurance claims for you does not guarantee payment of claims, as some insurance benefit programs do not include coverage for durable medical equipment or require prior authorization before payment of benefits. Maximum Mobility will not be responsible for claims if they are denied for lack of benefits or prior authorization if we have not been notified of the insurance coverage prior to ordering the equipment. In the event that your 'insurance carrier(s) deny payment in full or in part, you will be responsible for reimbursing __________________________________ (Company Name) for any balance owed up to the billed amount.

If there are any supplemental insurance carriers not listed above under which you have coverage, and you would __________________________________ (Company Name) to attempt to file your claims for you, please list the carrier and you policy/group numbers below:

Additional insurance carrier: ___________________________________________________________

Name: ___________________________________ Phone: _____________________

Address:_________________________ City: ______________State: _____ Zip: ______

Policy/ID# ______________________________ Group#: ______________________

Beneficiary's Acknowledgement and Agreement to Pay:

I, the undersigned, have been notified by __________________________________ (Company Name) that, in my case, the third party insurance carrier(s) listed above may deny payment for the services/equipment identified above, for the reason stated. If my 'insurance denies the payment for any reason, I agree to be personally and fully responsible for payment.

_______________________________________________________________________________________

Patient Name 
Social Security

_______________________________________________________________________________________

Patient/Responsible Party Signature
Date

