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Request for Bill Adjustment Related to COVID-19
Name of patient: _________________________
Application for Bill Adjustment
MEDICARE LAW AND  MANY INSURANCE CONTRACTS REQUIRE A HEALTH CARE PROVIDER (SUCH AS A PHARMACY OR MEDICAL EQUIPMENT COMPANY) THAT ACCEPTS AN ASSIGNMENT FOR SERVICES BILLED TO THE MEDICARE PROGRAM, TO BILL THE BENEFICIARY FOR A PORTION OF THE COST OF THESE SERVICES AND NOT BILL OTHER INSURANCES OR PEOPLE LESS WITHOUT STRONG RATIONALE. 

NAME: _____________________________________________ PHONE NUMBER: ___________________

ADDRESS: ______________________________________________________________________________________________ 

DATE OF BIRTH: ___/___/_____ SEX: _____  

RATIONALE FOR BILL ADJUSTMENT: 

__________________________________________________________________________________________ __________________________________________________________________________________________ __________________________________________________________________________________________ __________________________________________________________________________________________ __________________________________________________________________________________________ __________________________________________________________________________________________

I CERTIFY THAT THE ABOVE INFORMATION IS TRUE AND CORRECT AND I REQUEST THAT THE MEDICARE OR PRIVATE INSURANCE CO-INSURANCE OR OFFICE VISIT BILL BE PARTIALLY WAIVED.  I UNDERSTAND THAT I MAY BE REQUIRED TO PROVE THAT THIS INFORMATION IS TRUE AND ACCURATE.
________________________________________________________ 
_______/_______/_______

PATIENT SIGNATURE 






DATE

________________________________________________________ 
________________________

SIGNATURE IF BENEFICIARY UNABLE TO SIGN 



RELATIONSHIP TO BENEFICIARY

________________________________________________________________________________________________

REASON UNABLE TO SIGN

􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡􀁡
FOR OFFICE USE ONLY

DATE:_____/_____/_____ 
WAIVER APPROVED 􀁡
WAIVER DENIED 􀁡

PARTIAL APPROVAL 􀁡

PAYMENT AMOUNT: ___________

APPROVAL SIGNATURE: ___________________________________________________________________


