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ID NUMBER

Enter an ID number such as the patient's DOB
or the requisition number (not required)

Do not use the beneficiary’s HICN or
medicare number

6 MEDICARE COVERAGE

Explain to the patient that he/she will have
to pay for the test(s) if Medicare does not.

Explain to the patient why Medicare may
not pay for the test ordered:

e Medicare does not pay for this test for
the patient’s condition

¢ This test has frequency limitations
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___ AFP (mor marker) __ Glucose Testing __Gilycohemoglobin A1C —
___ Blood Counts. ___ HCG {Quant) ___lron Studies.
{(CBC, Hemogram, — Hepatitis Panel, Acute (lIron, Ferritin, TIBC, ete.) | —
Hmmmm — HIV, dingnosis and prognosis Oceult Blood, Fecal
i~ —CAlS __ Lipid Testing ; = -
( 3 ) __CAIS-3or21-29 Triglycerides, HDL, LDL,
Nt —CA 199 Coronary Risk)
Test(s): - —_ Pantinl Thromboplastin Time
— Collagen Cross Links — PSA Testing (free and total)
(Pyridium) ___ Prothrombin Time (PT)
__ Cytogenctics Testing __ Thyroid Testing
— Digoxin (T3, T4, TSH, Free T4, T3U)
— Flow Cytometry __ Urine Bacterial Culture (Urine
—GGT Culrure, Sensitivities)
Reason Medicare does not pay for this test for this Medicare does not pay | Medicare does not pay
Medicare | condition for this test this often for research or
May Not investigational tests
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TEST COST

Specify the estimated cost of the test(s).
Medicare requires the estimated cost of
test(s) be included.
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Have the patient check the appropriate box
on the form indicating the chosen option:

e Option 1: YES, patient wants the test(s)
and wants Medicare billed

e Option 2: YES, the patient wants the
test(s), but does not want Medicare billed

¢ Option 3: NO, the patient does not
want the test(s)
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( Tdentification Number:

ADVANCE BENEFICIARY NOTICE OF NONCOVERAGE (ABN)
NOTE:; If Medicare doesn't pay for items checked or listed in the box below, you may have to pay. Medicare does

not pay for everything, even some care that you or your health care provider have good reason to think you need.

* Read this notice. so you can make an informed decision about your care,

* Ask us any questions that you may have after you finish reading.

* Choose an option below about whether to receive the checked items listed in the first box above.
Note: If you choose Option 1 or 2, we may help you to use any other insurance that you might have, but
Medicare cannot require us to do this.

CJOPTION 1. I want the Laboratory Tests listed above. You may ask to be paid now, but 1 also want Medicare
billed for an official decision on payment,which is sent to me on a Medicare Summary Notice (MSN). [
understand that if Medicare doesn’t pay, I am responsible for payment, but I can appeal to Medicare by
following the directions on the MSN. II Medicare does pay, you will refund any payments I made to you,
less co-pays or deductibles.

[CJOPTION 2. I want the Laboratory Tests listed above, but do not bill Medicare. You may ask to be paid now
I am responsible for payment. I cannot appeal if Medicare is not billed.

CIOPTION 3. 1 do not want the Laboratory Tests listed above. 1 understand with this choice 1 am not responsible
for payment, and | cannot appeal to see if Medicare would pay.

nal Information:

()

This notice gives our opinion, not an official Medicare decision. If you have other questions on this notice or
Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).
Signing below means that vou have received and understand this notice. You also receive a cony,

[ Signature: Date:
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Have the patient sign and date the form.




