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Payment Policy
Provider Notice
Medicare will only pay for services that are determined to be “reasonable and necessary” under section
1862(a)(1) of the Medicare law. If Medicare determines that a particular service, although it would otherwise be
covered, is “not reasonable and necessary” under Medicare standards, Medicare will deny payment for that service.

Patient Agreement
As a courtesy, the Outpatient Cytopathology Center will file your claim to your insurance company. If you
do not have insurance, the Outpatient Cytopathology Center can work with you. Your insurance policy is a
contract between you and your insurance company. You are responsible for payment of all services rendered,
whether or not your insurance company has paid. It is important to understand that your insurance company may
not pay all of the charges and the difference between what they pay and your total charges are your responsibility.
I have read the above payment policy and I understand that I am responsible for payment of my account.
Assignment: I assign and request payment of medical/dental benefits to the rendering physician

for services.

Signed: Date

Witnessed




