
 

 Brandon Teska, DO, PHD ● DeAun Gehring, MD 
 Bradley Alger, MD ● Michelle Draeb, MD 
 Coree Boyer, NP ● Loraine Van Slyke, NP 

Allison Russell, PA ● Morgan Whiteman, LCSW 
Board Certified Physicians 

 

1960 Ogden St. Suite 600 ● Denver, CO 80218 
303.830.6666 (F) 303.830.7099 ● www. Denverfamilymedicine.com 

 

 
Acknowledgement of Self-Pay Status 

 
Thank you for choosing Denver Family Medicine for your health care needs, we are 
committed to providing you the highest quality care. We ask that you read and sign this 
form to acknowledge your understanding of our patient self-pay financial policies. 
 
You are being provided this letter of acknowledgement because you have elected to be 
self-pay with our practice. A self-pay discount is offered to patients who elect to pay for 
the service in full on the date of service and for who will not be submitting the claim to an 
insurance carrier. You have requested that this service be coded as self-pay because 
(Initial one): 
 
____ You have no health insurance. 
 
____ You have health insurance, other than Medicaid, that we are not contracted with. 
 
____ Other (please explain): _____________________________________________ 
 
We want you to know what to expect so that you can make an informed decision. In 
order to accomplish this, by signing below you agree to the following: 
 

• I understand that Denver Family Medicine does not participate in Medicaid, also 
known as Health First Colorado.  

• I attest that I do NOT have Medicaid or are eligible for Medicaid. 
• I understand that I am financially responsible for any charges or fees that are 

incurred from Denver Family Medicine. 

• I understand that if I pay after the date of service that the discounted rate will no 
longer apply. 
 

 
By signing below, I acknowledge that I have read and understand the above and have 
been given the opportunity to ask questions. I confirm that I am the patient, or the 
patient’s duly authorized representative. 
 
________________________________  ______________ 
Patient Name (please print)   DOB 
 
 
________________________________  ______________ 
Patient or Representative Signature  Date 


