
Financial Responsibility Form 
Non-Medicare 

Notifier: The Clark Center for Urogynecology 
Patient Name:  
Insurance ID#: 
Note: You need to make a choice about receiving these health care items or services. 
 
Your insurance company may not pay for the item(s) or service(s) that are described below. Your insurance company does not pay for all of your health care costs. Your 
insurance company only pays for covered items and services when your insurance company's rules are met. The fact that your insurance company may not pay for a 
particular item or service does not mean that you should not receive it. There may be a good reason your doctor recommended it. Right now, in your case, your 
insurance company probably will not pay for the following: 

D. Reason for Visit F. 
Estimated 
Cost: 

E. Reason 

 1. New Patient Visit $730.77  
 
 
 
 
 
 
 
 
 
 

IN CASE 
INSURANCE DOES 

NOT PROVIDE 
100% COVERAGE 

 2. Office Visit / Follow Up $599.34 
 3. Surgical Decision Making Visit $430.83 
 4. Post-Op Visit (Outside Global Period) $430.83 
 5. Urodynamics Test $2,357.40 
 6. Cystoscopy $822.15 
 7. Cystoscopy with Botox Injection    $1,343.79 (Cysto) + $775 (Botox 100units) $2,118.79 
 8. Uroflow / PVR $83.31 
 9. Fill and Pull in $78.36 
 10. Test of Cure $200.00 
 11. I and O $347.00 
 12. Catheter Change $155.55 
 13. Pessary Fitting or Recheck                       $912.87 
 14. Pessary Insertion                                   Visit + Pessary ($89)  $1,001.87 
 15. Pessary $89.00 
 16. PRP  $350.00 
 17. Biofeedback ($614) + Kit ($89) $522.65 
 18. PTNS $448.11 
 19. Instillation $480.90 
 20. Trigger Point Injection     $200 (one shot procedure) + $775 (Botox 100units) $984.94 
 21. Pudendal Nerve Block Injection $332.79 
 22. Pudendal Nerve Block and Trigger Point Injection w/ Botox100 units             $1,317.73 
 23. Mona Lisa Touch (Lichen Sclerosus) $350.00 
 24. Mona Lisa Touch $900.00 
 25.   Annual Mona Lisa Touch $800.00 
 26. Labiaplasty Simple: 

$3,999.00 
Moderate: 
$4,999.00 
Complex: 
$5,999.00 

 27. Urinalysis (81002/81003) $15.00 
 28. O Shot (2) $1,699.00 
 29. O Shot Annual $800.00 
 30.     Telehealth Visit $599.34 to 

$730.77 
 31.   Other $ 

The purpose of this form is to help you make an informed choice about whether or not you want to receive these items or services, knowing that you might have to pay 
for them yourself. Before you make a decision about your options, you should read this entire notice carefully. 
• Ask us to explain, if you do not understand why your insurance company probably will not pay. 
• Ask us how much these items or services will cost you (Estimated Cost:__________________) 
 

PLEASE CHOOSE ONE OPTION. CHECK ONE BOX. SIGN & DATE:  
☐  OPTION 1. Yes, I want to receive these items or services. 
I understand that my insurance company will not decide whether to pay unless I receive these items or services. Please submit my claim to my insurance 
company I understand that you may bill me for the items or services and that I may have to pay the bill while my insurance company is making its 
decision. If my insurance company does pay, you will refund me any payments I made to you that are due to me. If my insurance company denies 
payment, I agree to be personally and fully responsible for payment. That is, I will pay personally, either out of pocket or through any other insurance 
that I have. I understand I can appeal my insurance company’s decision. 
☐ OPTION 2. No, I have decided not to receive these items or services. 
I will not receive these items or services. I understand that you will not be able to submit a claim to my insurance company and that I will not be able to 
appeal your opinion that my insurance company will not pay. 

[{[Signature]}]                              [{[EnterDateSigned]}] 
SIGNATURE of patient or person acting on patient's behalf DATE 
 
I acknowledge that I have been given the opportunity to review the data privacy policy on the company’s website as well as the HIPAA policy available at the office front desk. By signing, I understand that The Clark Center for 
Urogynecology is compliant with HIPAA and will protect my Protected Health Information (PHI) and will use it as allowable by law in the treatment, billing and collection pertaining to my care until my case is closed a full 
payment is received. I also authorize the release of any information pertinent to my case to any insurance, adjuster or attorney for the purpose of securing payment under this insurance policy or to any medical provider 
associated with my case to effectively treat me, following HIPAA guidelines. 
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