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Surprise Billing Protection A Mc[afEﬂ

Notice, Consent and Cost Estimate JEALTH CARE

The purpose of this document is to let you know about your protections from unexpected
medical bills. it also asks whether you would like to give up those protections and pay more for
out-of-network care.

IMPORTANT: You aren't required to sign this form and shouldn't sign it if you didn't have
a choice of health care provider when you received care.You can choose to get care from
a provider or facility in your health plan's network, which may cost you less.

i you'd like assistance with this document, ask your provider or a patient advocate. Take
a picture andfor keep a copy of this form for your records.

You'ra gettimg this notice becausa this providar or facility izn't in your health plan's network. Thizs means
the provider or facility doaznt have an agresmeant with your plan.

Getting care from this provider or facility could cost you more.

If your plan covars the itam or service you're gatting, fedaral law protects you from highar bills:
= When you get emargancy care from out-of-network providars and facilities, or

= When an out-of-natwork provider treats you at an in-natwork hospital or ambulatory surgical centar
without your knowladge or consant.

Ask your health care provider or patient advocate if you nead halp knowing if these protections apply to
you.

If you =ign this form, you may pay more bacause:
*= ou are giving up your protactions undear the law.
*= You may owe tha full costs billed for tems and servicas recaived.

= our health plan might not count any of the amount you pay towards your deductible and out- of-
pocket limit. Contact your health plan for more information.

You shouldn't sign this form if you didnt have a choice of providers whan recaiving care. For examplea, if
a doctor was assigned to you with no opportunity to make a change.

Befora daciding whether to sign this form, you can contact your health plan to find an in-natwork

provider or facility. If thera isnt one, your health plan might work out an agreement with this provider or
facility, or ancthar ona.

See the next page for your cost estimate.



