
Good Faith Estimate – Part 2 No Surprises Act
Part 2 of the federal No Surprises Act requires all state-licensed healthcare providers and facilities to provide a written good faith estimate of expected charges for items and services to individuals who are uninsured or self-pay. Providers must request the insurance status of an individual upon scheduling of an item or service to identify those patients who are required to receive a good faith estimate.
The good faith estimate must:
· Be provided within 3 days upon request from an uninsured or self-pay individual.
· Be provided within 3 business days of scheduling an item or service that will be provided in at  least 10 business days.
· Be provided within 1 business day of scheduling an item or service that will be provided in at least 3 business days.

To use this good faith estimate, fill in the blanks with the appropriate information.  Additional estimates (page 2) can be added if co-providers or co-facilities will be providing additional related services. 
A good faith estimate must be updated if additional items or services are added to a patient’s treatment plan. If multiple visits will be required for a particular treatment plan, the provider may indicate the amount of treatments estimated and the estimated total cost. However, good faith estimates are only valid for 12 months and must be updated each year.
Do not include these instructions with the documents given to patients.

[bookmark: _Hlk98404553][bookmark: _Hlk98404554]Disclaimer: ADA’s good faith estimate template is only a model. It does not dictate which services should or should not be listed on the estimate and does not imply medical necessity. This form was developed by the ADA on 3/17/2022 and is current with the law as of that date. Please note that the law may have changed and the ADA recommends consulting with your own legal counsel to ensure compliance with your state laws. 
Good Faith Estimate for Health Care Items and Services
This good faith estimate is being provided to you as required by the No Surprises Act. It outlines the potential costs associated with your care as a self-pay or uninsured patient.
The good faith estimate below is a detailed list of expected charges based on your suggested treatment plan. Your treatment plan may change over time, and we will issue an updated estimate if that is the case. This estimate, and any future estimate, is only an estimate and actual items, services, or charges may be different. Signing this estimate will not obligate you to continue treatment or obtain any of the listed services.

	PATIENT NAME: 
	DOB: 

	PATIENT ADDRESS:
	PATIENT EMAIL:

	PATIENT PHONE:
	CONTACT PREFERENCE (PHONE, MAIL, EMAIL):

	DESCRIPTION OF SERVICE(S) TO BE PROVIDED: 

	PRIMARY DIAGNOSIS: 
	ICD-10 CODE: 

	SECONDARY DIAGNOSIS (if applicable): 
	ICD-10 CODE: 

	DATE(S) SERVICES WILL BE PROVIDED (IF SCHEDULED): 


The good faith estimate does not include any unknown or unexpected costs that may arise during treatment. You could be charged more if complications or special circumstances occur. If this happens, and your bill is $400 or more for any provider or facility than your good faith estimate for that provider or facility, federal law allows you to dispute the bill. To learn more and get a form to start the process, go to www.cms.gov/nosurprises/consumers or call 1-800-985-3059. Starting the dispute process will not adversely impact your care.
For questions or more information about your right to a good faith estimate or the dispute process, visit www.cms.gov/nosurprises/consumers, email FederalPPDRQuestions@cms.hhs.gov, or call 1-800-985-3059.
Please keep a copy of this good faith estimate for your records.

Date Good Faith Estimate Provided: ______________________________

Patient Signature: _____________________________________________





Good Faith Estimate


	Provider/Facility Name
	Provider/Facility Type

	Street Address

	City
	State
	ZIP Code

	Contact Person
	Phone
	Email

	National Provider Identifier
	Taxpayer Identification Number



Details of Services and Items 

	Service/Item
	Address where service/item will be provided
	Diagnosis Code 
	Service Code 
	Quantity
	Expected Cost

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Total 

	$

	Discounts
	$

	Total Expected Charge
	$

	List of services that will require separate scheduling (patient should request a separate GFE from the provider below for these services):

Contact information for provider of separate services:


	Additional Health Care Provider/Facility Notes



4878-4404-9430, v. 1

