Waiver of Co-Pay Responsibility

Date: _________________________

Patient Name: _________________________________________________________

Medicare #: ____________________________________

Due to limited financial resources I am requesting waiver of my 20% co-pay responsibility on Medicare approved items. I understand that I am financially responsible for any deductibles that may apply and for any items considered non-covered by Medicare. As evidence of my financial situation, the following lists an estimate of my monthly income and expenses.

Income Per Month:
______________________

Living expenses:

Housing 
________________________

Food
________________________

Utilities
________________________

Medical 
________________________

Auto 
________________________

Other
________________________

Thank you, 

___________________________________________________________________

Signature

_____________________________

Date

Relationship to customer_____________________________________________

