Chemotherapy Treatment Estimate
Supportive Care Estimate

Patient:_____________________________


Today’s Date_______________
D.O.B.______________________________
DRUG COSTS

Name of Drug/Code

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________








Total$____________
INFUSION COSTS

Minimum:   Code                 Cost

Additional:
Code

Cost


     __________
      __________


__________
__________


     __________
      __________


__________
__________
      

     __________
      __________


__________
__________

     __________
      __________       
     

__________
__________








Total $____________

ANTIMETICS

Name of Drug/Code





Cost of Drug

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Total $____________

NOTES:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Insurance

Benefits As Of:___________



_____Contracted with SBHOMG

Insurance Company___________________

_____Non-contracted with SBHOMG*

Deductible:_______________Met:_______________Remaining:_______________

Out of Pocket:_____________Met:_______________Remaining:_______________

Secondary Insurance:__________________________________________________ 

Overall Total $___________________

**Estimated Patient Responsibility $____________________
I,___________________________________, understand that some of these changes may not be covered in full by my insurance company.  Furthermore, some of the charges may be deemed above usual and customary fees in our area.  I understand that I will be responsible for paying any charges that are not covered by my insurance carrier.

*Non-contracted insurance plans:  SBHOMG is not contracted with your insurance plan ________________________________.  Your signature below confirms that you understand that you are financially responsible for any charges not covered by your insurance plan.

**The actual dollar amount for the services you receive may vary from treatment to treatment based on weight, health conditions, and other factors that your physician will consider.  Therefore, this is an estimate of the cost involved in your treatment.  Other expenses such as physician office visits and services that your physician deems medically necessary for treatment of your illness will be included in the actual cost of your care.

Patient Signature:___________________________________Date_______________________

Staff Signature:_____________________________________Date_______________________ 
