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HEALTHCARE SERVICES W:ARE

* * * * * Souvth
TRICARE NON-COVERED SERVICES WAIVER

Date:
Sponsor Name: Sponsor ID:
Patient Name: Patient ID:

Service Description
Procedure: |. Computer Navigation Il. PA-C or MD assistant - at - surgery
Approximate Cost: I. $400 for Navigation Il. $300 for Assistant Surgeon
Diagnosis:

Date of Service:

Provider Name: Orthopaedic Specialists of Austin
TIN: 34-1979673
Address: 4611 Guadalupe St., Ste 200 Austin TX 78751

Physician Signature:

| hereby affirm that | have been informed and | understand that these services are excluded or excludable under the
TRICARE Program and therefore all costs associated with these services are not an allowable expense under The
TRICARE Program. By signing the TRICARE non-covered services waiver, | am hereby agreeing in advance, in
writing, to accept full financial responsibility for all costs associated with the non-covered medical services, described
in this document under “ Service Description” and performed by the named TRICARE Network Provider.

Patient Signature: Date:
Beneficiary’s or Legal Guardian’s Signature: Date:
Witness Signature: Date:

TRICARE OPERATIONS MANUAL 6010.51-M, AUGUST 1, 2002
CHAPTER 5, SECTION 1

2.5.1. A network provider may not require payment from the beneficiary for any excluded or excludable services that the beneficiary
received from the network provider (i.e. the beneficiary will be held harmless) except as follows:

e If the beneficiary did not inform the provider that he or she was a TRICARE beneficiary, the provider may bill the
beneficiary for services provided.

o If the beneficiary was informed that the services were excluded or excludable and he/she agreed in advance in writing to
pay for the services, the provider may bill the beneficiary. An agreement to pay must be evidenced by the written consent
of the beneficiary to pay for the excluded services. General agreements to pay, such as those signed by the beneficiary at
the time of admission, are not evidence that the beneficiary knew specific services were excluded or excludable.

o If the beneficiary has been notified, in writing, that the service would not be covered for any reason.

For a list of excluded or excludable services refer to:
TRICARE POLICY MANUAL 6010.54-M, August 1, 2002 CHAPTER 1 SECTION 1.1
ISSUE DATE: June 1, 1999 AUTHORITY: 32 CFR 199.4(g)
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