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HOME SLEEP STUDY (HST)
Patient Financial Responsibility Agreement
Patient Name: ______________________________________
Date of Birth: ______________________________________
Wilmington Health Pulmonology is committed to providing high-quality diagnostic testing while maintaining transparency regarding potential financial responsibility associated with Home Sleep Studies (HST).
A Home Sleep Study has been ordered by your provider to evaluate possible sleep-related breathing disorders. Insurance coverage for repeat or additional Home Sleep Studies may vary depending on medical necessity requirements and individual payer guidelines.
By signing this agreement, you acknowledge and understand the following:
1. Your insurance carrier may deny coverage for an additional or repeat Home Sleep Study.
2. If your insurance denies payment for an additional Home Sleep Study, you may be financially responsible for the cost of the study.
3. Circumstances that may result in an additional study and/or patient financial responsibility may include, but are not limited to:
· Incomplete or insufficient recording data
· Failure to follow testing instructions
· Failure to return equipment as instructed
· Equipment, damage or loss
· Insurance limitations or non-covered repeat testing
4. In the event insurance does not cover an additional Home Sleep Study, you agree to pay a flat fee of $195.00 prior to repeat testing being scheduled or performed.
5. I understand that the Home Sleep Study kit/equipment must be returned to Wesper as instructed. If the equipment is not returned within 2 weeks, I acknowledge and agree that I will be billed $249.00 as replacement of the equipment.
6. Wilmington Health Pulmonology will make reasonable efforts to verify insurance benefits; however, verification of benefits does not guarantee payment by your insurance carrier.
7. Financial responsibility for medically necessary services ultimately remains with the patient according to insurance plan guidelines and office policies.
I acknowledge that I have read and understand this financial responsibility agreement and have had the opportunity to ask questions regarding my potential financial responsibility.
Patient Signature: ______________________________________
Date: ______________________
Witness/Staff Signature: _________________________________
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