
Financial Responsibility Agreement
for Laboratory Fees

I, _____________________________________, acknowledge and understand that laboratory services may be ordered 
as part of my care. I understand that these services may or may not be fully covered by my insurance plan.

By signing this document, I agree to the following:

• I authorize the release of necessary information to my insurance company for the purpose of processing claims.

• I understand that my insurance provider may deny or only partially cover my laboratory fees.

• I accept full financial responsibility for any laboratory charges not covered, reimbursed, or paid by my insurance.

• I agree to pay any outstanding balance in accordance with the billing policies of the healthcare provider or 
laboratory.

I have had the opportunity to ask questions regarding this financial responsibility and understand the terms outlined 
above.

Patient Name: _______________________________________

Patient Signature: ____________________________________

Date: ______________________________________________


