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Self-Pay Agreement

I, _______________________________________ (Print Name) attest that;

1. I do not have medical insurance.  _________________(initial)

2. Have medical insurance but choose not to use it, and in doing so understand that I have waived
any right to rimbursement.      ____________________ (initial)

3. Have medical insurance but understand the services provided by Dr Josie Levine are not
covered by the plan.           _______________________(initial)

______________________________________________________________(sign)___________________________________(date)


