
 ACKNOWLEDGEMENT OF INSURANCE OPT-OUT 

 

 

 

 

This agreement is between Dr. Elizabeth M. Twardon ("Physician"), whose principal place of 

business is Twardon Family Care at 135 Charlotte Highway, Suite E, Asheville, NC 28803, and 

patient __________________________ ("Patient"), who resides at __________________________   
and is seeking primary care (“Services”), but is not a Medicare beneficiary. 

 

Dr. Twardon agrees to provide general scope of family medicine outpatient Services, excluding obstetrical care to 

Patient, as detailed contractually (see patient contract). 

 

The patient attests to the following: 

• Patient agrees not to request that Physician submit a claim to any insurance plan with respect to the Services, 

even if covered. 

• Patient is not currently in an emergency or urgent health care situation. 

• Patient acknowledges that insurance plans may not provide payment or reimbursement for the Services because 

Twardon Family Care is under no contractual agreement with any patient health insurance agency.  Other 

supplemental insurance plans may likewise deny reimbursement. 

• Patient acknowledges that he/she has a right to obtain Services from physicians and practitioners who have not 

opted-out of insurance; the patient is free to see other health care providers who do accept insurance, as 

arranged with such providers. 

• Patient agrees to be ultimately responsible to make payment in full for the Services directly to Twardon Family 

Care, and acknowledges that Dr. Twardon will not submit any insurance claim for the Services.  Dr. Twardon will 

not accept insurance reimbursement, although patients may pursue reimbursement for themselves. 

• Patient understands that insurance payment will not be made for any items or Services furnished by Twardon 

Family Care that would have otherwise been covered by insurance if there were no private contract and a 

proper insurance claim were submitted. 

• Patient acknowledges that a copy of this contract has been made available to him/her. 

• Patient agrees to reimburse Twardon Family Care for any costs and reasonable attorneys' fees that result from 

violation of this Agreement by Patient or his/her beneficiaries. 

 

Executed on _______________   by   

  [date]    ______________________ _______________________ 

      [Patient name]     [Patient signature] 

 

     and Elizabeth M. Twardon, MD _________________________ 

       [Physician name]    [Physician signature] 

 

 

 


