 SEQ CHAPTER \h \r 1ADVANCE NOTICE OF NON-COVERED SERVICES

Your insurance will only pay for services that it determines to be reasonable and necessary. The following procedures will not be billed to your insurance company.

� 
REMOVAL OF SKIN TAGS (acrochordons)


$95.00

� 
REMOVAL OF SEBORRHEIC KERATOSIS/LENTIGINES
$95.00

� 
ELECTRODESSICATION OF FACE VEINS (telangiectasias)
$95.00

� 
ELECTRODESSICATION OF SEBACEOUS

HYPERPLASIA (oil gland)






$95.00

� 
ELECTRODESSICATION OF SYRINGOMAS


$95.00

� 
ELCTRODESSICATION OF ANGIOMAS



$95.00

� 
EXTRACTION OF WHITEHEADS (milia) and/or

BLACKHEADS (comedones)





$80.00


Your signature on the bottom of this form signifies that you understand that the services identified above are not a covered benefit under your health care plan. Your decision to have a service rendered and your signature indicates an understanding that the procedure is performed strictly for cosmetic purpose and is not medically necessary; therefore, should not and will not be submitted to your insurance company for your payment. 


You will be responsible for payment in full at the time services are rendered and fully accept the fact that charges incurred are out-of-pocket expenses and will not be reimbursed by your health care plan.

__________________________________________________________________

Patient Name








Date
