This Form is required for Medicare Patients
This is to acknowledge that I, __________________________ have a private contract with the practice of Gregory A. Kirk, MD LLC. In doing so, I give up all Medicare coverage of, and payment for, services furnished by the “opt out” physician as named above, this includes urgent and emergency care. I agree not to bill Medicare or ask the physician to bill Medicare for items or services furnished by him. I know that I will be liable for all charges from my physician without any limits that would otherwise be imposed by Medicare. 
I acknowledge that Medigap will not pay towards the services and that other supplemental insurers may not pay either.

I acknowledge that I have the right to receive items or services from physicians and practioners for whom Medicare coverage would be available.

Dr. Gregory A. Kirk has chosen not to participate with Medicare by choice and has not been excluded from Medicare for any reason.

THIS APPLIES ONLY TO THE FEES OF DR. GREGORY A. KIRK

Patient Signature _________________________ Date ____________

Physician Signature _______________________ Date ____________

