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To Our Patients, 
 
    For services rendered at this office facility, there may be charges that are not covered under an office visit co pay.  These             
charges, which some insurance companies view as “surgical” codes, may be applied to a deductible, a surgical co-payment or a   
percentage co-insurance. 
 
These procedures include: 
 

1) Nasal endoscopy examining the nose/sinuses with a rigid camera 
2) Nasal endoscopy with debridement using the rigid camera to clean out the sinuses after sinus surgery this is a left and 

right-sided procedure. 
3) Flexible fiber optic laryngoscope flexible camera used to examine the back of the nose, throat and voice box. 
4) Fine needle aspiration biopsy-a small needle is used to sample cells from a mass in the head and neck. 

 
Some procedures may require pre-authorization and cannot be performed at the time of the initial office visit. 
 
                 Certain procedures will require pathology or imaging to be read or interpreted by another physician.  This will result in 
charges from outside our office.  Again, your insurance company may apply these charges to your deductible. 
 
Some of these outside charges include: 

1) Pathologist charges 
2) Imaging charges - from the facility 
3) Imaging charges - from the radiologist that reads the study 

 
                 We appreciate your confidence in our physicians and the opportunity to be of service to you and your family.  Please feel 
free to ask your provider about these charges at the time of your visit. 
 
Your signature below is requested as acknowledgement of the above information. 
 
 
_________________________________ ______________________ 
Signature     Date 
 
_________________________________ ______________________ 
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