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Dear Patient 
 
Congratulations on your pregnancy and thank you for choosing Dr. Montanarella & Associates for your 
obstetrical care. We appreciate the trust you have placed in our practice. 
 
This letter is intended to inform you of the process involved in insurance claim submission and coverage 
for your obstetrical care. 
 
Generally, your care includes an initial intake visit, a maximum of 14 ante-partum visits (this depends on 
how many weeks you are pregnant), and the delivery charges. This is commonly referred to as “global 
care.” Your insurance carrier is billed after delivery and generally, there are no co-payments associated 
with this charge. 
 
If you are seen for anything unrelated to your pregnancy (i.e. ear infection, vaginal infection, urinary tract 
infection), these visits will be billed to your insurance carrier separate from your “global care” at the time 
of service. If you are seen for more than the allowed number of visits during your global care, these will 
be billed to your insurance after delivery. Copayments may be associated with these charges depending on 
your insurance coverage. 
 
A separate claim to your insurance carrier is made if you are admitted to and discharged from the hospital 
for pregnancy-related issues prior to your delivery date. 
 
Your insurance carrier may or may not cover prenatal testing such as amniocentesis, blood work, non 
stress tests and ultrasounds. These services are also billed separately from the “global care.” Please be 
sure to check with your insurance carrier to verify that you are covered for these services. You may be 
responsible for payment depending on your insurance plan, for non-covered services. 
 
If you have any questions, please feel free to contact our Billing department at 603-624-1638, 
 
Sincerely, 
 
The Staff of Dr. Montanarella & Associates 
 
I have read the above information and understand that I may be responsible for payment of services that 
my insurance carrier does not cover. 
 
________________________________________   ________________________ 
Signature of Patient       Date 
 


