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Insurance Waiver and Financial Responsibility Consent Form 
 

I acknowledge and accept financial responsibility for the charges associated with medical services 

provided by Virant Diagnostics, Inc. I have been informed of these charges and agree to pay them in full 

by the due date specified by Virant Diagnostics' billing department. 

 

I understand that I am choosing to receive these services without submitting a claim to my insurance 

company or health plan. I agree that I will not submit a claim for reimbursement for these services. I 

have had the opportunity to ask questions about this waiver and its financial implications, and I 

voluntarily choose to sign this form. 

 

 

Date of Service:                /               /                           

Patient Full Name:  

Patient Date of Birth:  

Guarantor Relationship: ☐ Self             ☐ Parent             ☐ Legal Guardian             ☐ Other 

Guarantor Full Name (if not self):  

Patient or Guarantor Signature:  

Date:                /               /                           

 

 

Please keep a copy of this form for your records. For questions, contact us at 877-888-2973 ext. 110. 
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