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Advance Beneficiary Notice 
 
_____________________  ________________________________  ________________________________ 
Date     Patient Name     Commercial Insurance Carrier 
 

Thank you for choosing Anderson Hills Pediatrics as your healthcare provider.                                                                        
You are receiving this notice because your insurance company may not pay for all of the services that you receive during 
your visit to our office. 

What You Need To Do Now: 
 Read this notice, so you can make an informed decision about your care 
 Ask Questions 

 
Supplies and Services Reason Insurance May Not Pay Estimated Cost 

Parent group 
therapy 

Some insurance 
companies do not cover 
or exclude these codes 

The charge will be $100 
per session or $800 for 
the full group therapy 

course 
 
______ YES, I want to receive these services. If my commercial insurance carrier denies payment, I am 

completely responsible for payment in full.  I understand that I can appeal this decision with my 
insurance carrier for nonpayment by my insurance carrier. 

______ NO I have decided not to receive these services. 
______ OTHER Should I decide to request these services in the future, I understand I will be charged and am 

responsible for payment in full. 
By signing this notice, you agree to take financial responsibility for the cost of the supplies and services listed above 
should your insurance company deny coverage for the listed items. 

____________________________ ________________________________          ________________________ 
Printed Name     Signature                                                                Date   


