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[PRACTICE OR PROVIDER NAME]
Date prepared  ______________________        Estimate reference  ______________________
PATIENT
	Field
	Entry

	First / middle / last name
	 

	Date of birth
	 

	Account number (last four digits, optional)
	 

	Mailing address
	 

	Phone
	 

	Email
	 

	Contact preference
	□ Mail    □ Email    □ Phone



SERVICE REQUESTED AND DIAGNOSIS
	Field
	Entry

	Primary service or item requested or scheduled
	 

	Primary diagnosis (if determined)
	 

	Primary diagnosis code
	 

	Secondary diagnosis (if determined)
	 

	Secondary diagnosis code
	 

	Date(s) the service will be provided
	 

	Not yet scheduled
	□ Check if this service or item is not yet scheduled


Record a diagnosis only where one has been determined and is required for the estimate. Do not enter a provisional diagnosis to complete the form.
PROVIDER OR FACILITY ISSUING THIS ESTIMATE
	Field
	Entry

	Provider or facility name
	 

	Provider or facility type
	 

	Street address, city, state, ZIP
	 

	Contact person
	 

	Phone / email
	 

	National Provider Identifier (NPI)
	 

	Taxpayer Identification Number (TIN)
	 



EXPECTED SERVICES AND CHARGES
	Service or item
	Where provided
	Diagnosis code
	Service / procedure code
	Qty
	Expected cost

	e.g. Individual psychotherapy, 53 minutes
	[address or telehealth]
	[ICD-10]
	CPT 90837
	8
	$______

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 


Total expected charges from this provider or facility     $______________
Replace the example row with the services actually expected. The quantity should reflect the sessions reasonably expected for the estimated period of care, not a placeholder number. Enter a diagnosis code only where one is required for the calculation of the estimate.
ITEMS AND SERVICES EXPECTED FROM ANOTHER PROVIDER
For the items and services listed below, separate good faith estimates will be issued upon scheduling or upon request. Specific information, including the names and identifiers of the providers or facilities, diagnosis codes where required, service codes and expected charges, will be provided in those separate estimates.
	Other provider or facility
	Service expected
	How to request their estimate

	 
	 
	 

	 
	 
	 



	REQUIRED DISCLAIMERS
This Good Faith Estimate shows the costs of items and services that are reasonably expected for your health care needs. The estimate is based on information known at the time it was created and does not include any unknown or unexpected costs that may arise during treatment.
This Good Faith Estimate is not a bill, and it is not a contract. It does not obligate you to obtain the items or services listed.
You may contact the provider or facility listed above to ask questions about this estimate or to discuss the expected cost of your care.
If you are billed at least $400 more than this Good Faith Estimate, you may be eligible to dispute the bill through the federal patient-provider dispute resolution process. You must start the dispute within 120 calendar days of the date on your initial bill. There is a $25 non-refundable administrative fee to start a dispute, which is deducted from what you owe the provider if the dispute is decided in your favor.
Keep a copy of this Good Faith Estimate in a safe place so you can compare it with any bill you receive later.



DELIVERY RECORD · PRACTICE USE
	Field
	Entry

	Date the estimate was requested
	 

	Date the service was scheduled
	 

	Applicable delivery deadline
	 

	Date delivered to the patient
	 

	Method of delivery (paper, email, portal)
	 

	Prepared by
	 

	Retained in
	 


Federal deadlines: within 3 business days of a request; within 1 business day when care is scheduled 3 to 9 business days ahead; within 3 business days when care is scheduled 10 or more business days ahead. Business days exclude weekends and federal holidays.
Before you use this template
This is a starting point, not a certification of compliance. Check every field against the current CMS sample Good Faith Estimate and 45 CFR 149.610 before use, add any state-law requirements that apply to your practice, and have the responsible compliance or legal adviser review the final form. Educational information, not legal advice.
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