William A. Ingram, MD, PC

18015 Oak Street, Suite B

Omaha, NE 68130

402-991-1975
To the Patients of William A. Ingram, MD:

My primary concern as your physician is to provide you with the best possible care.  Your insurance may not pay for services. I am notifying you in advance that some services may not be a covered benefit. 

We require that you read the following agreement and sign it.

I, ____________________________________________, knowing that I have a condition(s) requiring diagnosis and medical treatment, do hereby voluntarily consent to such diagnostic examination procedures and to such medical treatment by Dr. William A. Ingram, his assistants, or his designees as necessary in his judgment.

I have been informed by William A. Ingram, MD, that he believes in my case, the insurance may deny payment for some or all services.  I understand that I am financially responsible for all charges that are not covered by my insurance.  If my insurance denies payment, I agree to be personally and fully responsible for payment

Beneficiary’s Name (Print) __________________________ Date: _______

Beneficiary’s Signature _____________________________ Date: _______

OR

Authorized Representative’s Signature _____________________________

Witness: _________________________________________ Date: _______

