<PRACTICE / DOCTOR>			[image: ]
 



<DATE> 

Ref.: Treatment contract number: _____________


Cost Estimate for Therapeutic Apheresis / Toxopherese®

Patients insured under Statutory Health Insurance Schemes/ Self- Paying Patients

Individual Health Service not covered by statutory Health Insurance



Last Name:    _____________________              First Name:         ________________________


Muster

Date of Birth: _____________________              Postal/Zip Code:________________________



Street:            _____________________               Town/City:         ________________________


The above-mentioned insurant needs a special treatment that is not provided in every clinic or every medical  office, because it requires a special training (accreditation as specialist in the field of “internal medicine” with added qualification in “nephrology” or special advanced training in therapeutic apheresis according to the guidelines of the “Apheresis Standard 2002” of the German Society for Clinical Nephrology. (Arbeitsgemeinschaft Klinische Nephrologie)

In the clarification interview, I was expressly informed that I`m in a private institute, that I sign a service contract and that the invoice send to me based on the Medical Fee Schedule as a private invoice. A reimbursement of the costs by any insurer is not necessarily given. In the event that additional insurance, statutory insurers or private insurers do not reimburse the costs invoiced for the diagnostic and therapeutic services performed on me, I declare and confirm with my signature that I will pay the invoice amount in full range. I also confirm this for services that, according to popular opinion, are not considered medically necessary or do not correspond to the classic guidelines of the Federal Committee. I declare that I have the necessary financial resources and that the payment will not result in economic hardship.

The data protection regulation leaflet was given to me. I agree that the personal data recorded with the registration / treatment will be collected and processed. They may only be used for processing in accordance with this treatment contract and for general medical care. This data may also be sent with laboratory material to laboratories by laboratory driver, GO Express or DHL. This must be done in compliance with the statutory data protection regulations.

I expressly allow my findings to be sent by e- mail ________________________________ (enter e-mail) or by post.

signature 1

patient: ______________________________		<CITY>, date :________________________	
	  


I have been informed that I can object to my consent to use and withdraw it at any time. To do this, I contact <Data protection officer>

I am aware that no guarantee of success for the improvement of diseases or symptoms can be given for the treatment carried out.

According to the present clinical picture and the medical history of the insurant(s), a minimum of ______________ Therapeutic Apheresis / Toxopherese® treatments is required.


The amount for the Therapeutic Apheresis / Toxopherese®  is approx. _________________ €.

The amount for the Therapeutic Apheresis / Toxopherese®  treatment has to paid in cash or by credit card after each therapy. 

An adjustment of this cost estimate and the calculation of the therapy cost will be made after the diagnosis. 

If a scheduled appointment for an Therapeutic Apheresis / Toxopherese®  treatment is not canceled at least 48 hours in advance, it cannot given to another patient. In this case a fee of XXX (Example: CURRENCY) will be charged.

If treatment has to be discontinued because problems arise that are causally justified in the patient (circulatory problems, vascular problems, nausea, etc.), the aforementioned cost factor must also be reimbursed. The filter system is inevitably lost after connection.


signature 2

patient: _______________________________	<CITY>, date :________________________	
	  

signature 3

doctor: _________________________________	<CITY>, date :________________________	
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