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BPS 2024 

Self-Pay Acknowledgement / Insurance Waiver Form 

 

Patient Name: ___________________________________________________ Date: ______________________ 

The following is an acknowledgement form between you and Bridger Psychiatric Services (BPS) that states your 

rights and responsibilities as a Self-Pay patient. I will be paying services directly because: (Please select one) 

 

⎯ My insurance is not in-network with my provider at BPS. As such, I have chosen waive my 

existing medical coverage for this service.  

⎯ I elect to waive insurance and be Self-Pay for any reason. 

⎯ I currently do not have insurance coverage and I am financially responsible for all services 

rendered. (Skip to signature section) 

 

If I am electing to Waive Insurance, I understand that BPS will not submit claims to my health insurance 

carrier and that I am financially responsible for the charges associated with all services I receive. 

I understand that at any time I can ask BPS for a summary of charges, and I have the right to refuse additional 

services that may be used for diagnostic purposes. I am aware that refusal of any services may hinder 

confirmation of my diagnosis and may impact my treatment. (Please select applicable scenario/s) 

 

⎯ The provider does not participate with my insurance. Thus, these services are not covered by my policy. 

⎯ The service I will be receiving is not covered by my insurance, or the proper authorization has not been 

obtained. 

⎯ The provider does not participate with my health insurance, yet I would like to elect to Self-Pay. 

⎯ The provider does participate with my secondary health insurance, but not with my primary health 

insurance policy, therefore is unable to submit claims to my insurance. 

Insurance Company:___________________________________________________________________________________ 

Policy ID:__________________________________________________ Group ID:_____________________________ 

□ I would like to be sent Quarterly Statements for self-submitting to my insurance company. 

 

I understand that if there are changes to my insurance, I am responsible for notifying BPS immediately of such 

changes. BPS will not submit charges to insurance retro-actively. Failure to inform BPS of insurance coverage 

will result in me being liable for all charges associated with rendered services. 

I understand as a Self-Pay patient I may pay for services rendered either by credit/debit card, check, or cash 

and payment are due at time of service 

• If paying with cash, I understand BPS does not keep cash on the premises and will be unable to provide 

change, any overpayment will be applied to future visits. 

• If paying with a card, I authorize BPS to charge my credit/debit card for any additional services incurred 

during my office visit, unless other arrangements have been made. 

• If paying by check, I understand that if my check is returned by the bank I will be responsible to pay the 

amount of the returned check in addition to fees incurred by the bank within 30 days of notice. 

By signing below, I understand and agree to the terms of this agreement, and I have assumed 

financial responsibility for any and all services rendered. 

Responsible Party Signature: ________________________________________________________________ 

Relationship to Patient: ______________________________________________________________________ 


