
You have the right to receive a “Good Faith Estimate” explaining how much your medical care will cost  

Under the law, health care providers need to give patients who do not have insurance or who are not 

using insurance an estimate of the bill for medical items and services.  

• You have the right to receive a Good Faith Estimate for the total expected cost of any non-emergency 

items or services. This includes related costs like medical tests, prescription drugs, equipment, and 

hospital fees. Request a Good Faith Estimate in advance of any appointment or services. 

• Make sure your health care provider gives you a Good Faith Estimate in writing at least one business 

day before your medical service or item. You can also ask your health care provider, and any other 

provider you choose, for a Good Faith Estimate before you schedule an item or service.  

• If you receive a bill that is at least $400 more than your Good Faith Estimate, you can dispute the bill.  

• Make sure to save a copy or picture of your Good Faith Estimate.  

For questions or more information about your right to a Good Faith Estimate, visit 

www.cms.gov/nosurprises or call 1-800-985-3059.  

 

Disclaimer  

This Good Faith Estimate shows the costs of items and services that are reasonably expected for your 

health care needs for an item or service. The estimate is based on information known at the time the 

estimate was created. 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. If you are billed for more than this 

Good Faith Estimate, you may have the right to dispute the bill. You may contact the health care 

provider or facility listed to let them know the billed charges are higher than the Good Faith Estimate. 

You can ask them to update the bill to match the Good Faith Estimate, ask to negotiate the bill, or ask if 

there is financial assistance available. You may also start a dispute resolution process with the U.S. 

Department of Health and Human Services (HHS). If you choose to use the dispute resolution process, 

you must start the dispute process within 120 calendar days (about 4 months) of the date on the original 

bill. If you dispute your bill, the provider or facility cannot move the bill for the disputed item or service 

into collection or threaten to do so, or if the bill has already moved into collection, the provider or 

facility has to cease collection efforts. The provider or facility must also suspend the accrual of any late 

fees on unpaid bill amounts until after the dispute resolution process has concluded. The provider or 

facility cannot take or threaten to take any retributive action against you for disputing your bill. There is 

a $25 fee to use the dispute process. If the Selected Dispute Resolution (SDR) entity reviewing your 

dispute agrees with you, you will have to pay the price on this Good Faith Estimate, reduced by the $25 

fee. If the SDR entity disagrees with you and agrees with the health care provider or facility, you will 

have to pay the higher amount.  

To learn more and get a form to start the process, go to www.cms.gov/nosurprises/consumers or call 1-

800-985-3059. 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 

http://www.cms.gov/nosurprises


or call 1-800-985-3059. Keep a copy of your Good Faith Estimate in a safe place or take pictures of it. 

You may need it if you are billed a higher amount.  

PRIVACY ACT STATEMENT: CMS is authorized to collect the information on this form and any supporting 

documentation under section 2799B-7 of the Public Health Service Act, as added by section 112 of the 

No Surprises Act, title I of Division BB of the Consolidated Appropriations Act, 2021 (Pub. L. 116-260). 

We need the information on the form to process your request to initiate a payment dispute, verify the 

eligibility of your dispute for the PPDR process, and to determine whether any conflict of interest exists 

with the independent dispute resolution entity selected to decide your dispute. The information may 

also be used to: (1) support a decision on your dispute; (2) support the ongoing operation and oversight 

of the PPDR program; (3) evaluate selected IDR entity’s compliance with program rules. Providing the 

requested information is voluntary. But failing to provide it may delay or prevent processing of your 

dispute, or it could cause your dispute to be decided in favor of the provider or facility.  

 

Tiene derecho a recibir una "Estimación de buena fe" que explique cuánto costará su atención 

médica.  

Según la ley, los proveedores de atención médica deben dar a los pacientes que no tienen o no usan 

seguro una estimación de la factura de los artículos y servicios médicos.  

• Tiene derecho a recibir una estimación de buena fe por el costo total esperado de cualquier artículo o 

servicio que no sea de emergencia. Esto incluye costos relacionados como exámenes médicos, 

medicamentos recetados, equipos y tarifas del hospital.  

• Asegúrese de que su proveedor de atención médica le dé una estimación de buena fe por escrito al 

menos 1 día hábil antes de recibir su servicio o artículo médico. También puede pedirle a su proveedor 

de atención médica, y a cualquier otro proveedor que elija, una estimación de buena fe antes de 

programar un artículo o servicio.  

• Si recibe una factura de al menos $400 más que su estimación de buena fe, puede disputar la factura.  

• Asegúrese de guardar una copia o una foto de su estimación de buena fe.  

Si tiene preguntas o para obtener más información sobre su derecho a recibir una estimación de buena 

fe, visite www.cms.gov/nosurprises o llame al 1-800-985- 3059. 

 

Your Rights and Protections Against Surprise Medical Bills 

What is “balance billing” (sometimes called “surprise billing”)?  

When you see a doctor or other health care provider, you may owe certain out-of-pocket costs, such as 

a copayment, coinsurance, and/or a deductible. You may have other costs or have to pay the entire bill 

if you see a provider or visit a health care facility that isn’t in your health plan’s network. 

“Out-of-network” describes providers and facilities that haven’t signed a contract with your health plan. 

Out-of-network providers may be permitted to bill you for the difference between what your plan 

agreed to pay and the full amount charged for a service. This is called “balance billing.” This amount is 



likely more than in-network costs for the same service and might not count toward your annual out-of-

pocket limit. 

“Surprise billing” is an unexpected balance bill. This can happen when you can’t control who is involved 

in your care—like when you have an emergency or when you schedule a visit at an in- network facility 

but are unexpectedly treated by an out-of-network provider. 

YOU ARE PROTECTED FROM BALANCE BILLING FOR: 

Emergency services 

If you have an emergency medical condition and get emergency services from an out-of- network 

provider or facility, the most the provider or facility may bill you is your plan’s in- network cost-sharing 

amount (such as copayments and coinsurance). You can’t be balance billed for these emergency 

services. This includes services you may get after you’re in stable condition, unless you give written 

consent and give up your protections not to be balanced billed for these post-stabilization services. 

Certain services at an in-network hospital or ambulatory surgical center 

When you get services from an in-network hospital or ambulatory surgical center, certain providers 

there may be out-of-network. In these cases, the most those providers may bill you is your plan’s in-

network cost-sharing amount. This applies to emergency medicine, anesthesia, pathology, radiology, 

laboratory, neonatology, assistant surgeon, hospitalist, or intensivist services. These 

providers can’t balance bill you and may not ask you to give up your protections not to be balance 

billed. 

If you get other services at these in-network facilities, out-of-network providers can’t balance bill you, 

unless you give written consent and give up your protections. 

You’re never required to give up your protections from balance billing. You also aren’t required to get 

care out-of-network. You can choose a provider or facility in your plan’s network. 

 

When balance billing isn’t allowed, you also have the following protections:  

You are only responsible for paying your share of the cost (like the copayments, coinsurance, and 

deductibles that you would pay if the provider or facility was in-network). Your health plan will pay out-

of-network providers and facilities 

Your health plan generally must: 

Cover emergency services without requiring you to get approval for services in advance (prior 

authorization). 

Cover emergency services by out-of-network 

Base what you owe the provider or facility (cost-sharing) on what it would pay an in-network provider or 

facility and show that amount in your explanation of 



Count any amount you pay for emergency services or out-of-network services toward your deductible 

and out-of-pocket 

If you believe you’ve been wrongly billed, you may contact Christine Peterson, Director, Revenue Cycle, 

918-582-2131. cpeterson@parksideinc.org.  

 

mailto:cpeterson@parksideinc.org

