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Physician Notice:

If Medicaid determines that a particular service is not a covered service, Medicaid will deny payment
for that service.  In your case, Medicaid is likely to 

deny payment for ____________________________________________________________ for the following
specify particular service

reasons: _______________________________________________________________________________.
give your reason(s) for your belief

Patient Agreement:

I understand that, in the opinion of ____________________________________ the services or items
provider’s name

that I have requested to be provided to me on __________________________________ may not be covered
provider’s name

under the Texas Medical Assistance Program.  I understand that I am responsible for payment of the services
or items I request and receive if these services or items are non-covered services under the Texas Medical
Assistance Program.

Signed,

Signature of patient or person acting on patient’s behalf Date

Signature of person explaining waiver of liability Date

The non-covered services may include separate bills for a hospital fee as well as a physician fee for
the services rendered.
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