




LEHIGH VALLEY PHYSICIAN GROUP 
MEMBER FINANCIAL RESPONSIBILITY ACKNOWLEDGEMENT FORM

The undersigned member of ___________________________________________ agrees to be financially  
                                                                                          (HEALTH INSURANCE PLAN) 

responsible for and pay to Keystone Travel Medicine (LVPG Travel Med) the amount of the charges 

for service(s) not covered by the above mentioned Health Insurance Plan.

PLEASE LIST THE NON-COVERED SERVICE BELOW,  
ALONG WITH REASON AND ESTIMATED COST: ALL 3 BOXES MUST BE COMPLETED.

I have read this form and understand its contents.

___________________________________ 	 _____________ 	 ____________________________________ 
PATIENT NAME (printed) 				    DOB 			   MRN or GUARANTOR NUMBER

___________________________________ 	 _____________ 
PATIENT SIGNATURE 				    DATE

 
 
In the event the Member who will receive these services is a minor, the undersigned parent/guardian 
of that minor, agrees to be financially liable for services described above.

____________________________________________________      _____________	 _____________	__________ 
SIGNATURE OF PARENT, GUARDIAN OR LEGAL REPRESENTATIVE 	       DATE 		  WITNESS			 
	

NON-COVERED SERVICE REASON INSURANCE MAY NOT PAY ESTIMATED COST

A description of the  
service must be entered:

o Travel Consult

o �Travel Vaccines: Vaccine  
administration fees (each 
vaccine will carry an  
individual administration fee)

o Service that is a non-covered benefit
o Services may be subject to plan limitations
o �Services the plan has deemed not  

medically necessary
o Services that require prior Authorization
o �HCB09 MA—Medicare Part D drugs not 

covered by MA
o �HCB15 MA-Select Plan for Families-family 

planning only
o Other ________________________________

o $70-$99

o $25- $295/per  
vaccine dose – admin 
fee not included

o $15-$45/ per  
vaccine






