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Good Faith Estimate (GFE) for HealthCare Services 
Simple Form* 

 
Date Estimate Provided: ____________ 

GFE Provided via  ___Phone  ___On Site___Via Email 

MRN:_____________  Patient Name: _______________________________   DOB____________ 

Address:_______________________  Phone:____________  Email:_____________________ 

Address where Service will be provide:  

___ 400 S. Sepulveda, Manhattan Beach, CA 90266 
___ 2990 Lomita Blvd, Suite B,  Torrance, CA 90505 
____1360 W. 6th Street, East Suite F, San Pedro, CA 90723 

  

Service Description Procedure Code Quantity Estimated Cost 
 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
Total Expected Cost for Services 

 

 

Disclaimer:   The Good Faith Estimate is not a contract and does not require the uninsured (or self-pay) individual to obtain the items 
or services from any of the providers or facilities identified in the Good Faith Estimate.     

There may be additional items or services the convening provider or convening facility recommends as part of the course of care that 
must be scheduled or requested separately.   If you are billed for more than this Good Faith Estimate, you may have the right to 
dispute the bill.    

You may contact the health care provider or facility listed to let them know the billed charges are higher than the Good Faith Estimate. 
You can ask them to update the bill to match the Good Faith Estimate, ask to negotiate the bill, or ask if there is financial assistance 
available. 

Patient Signature_____________________________________________ 

Please see website or ask front desk for the  Your Rights and Protections Against Surprise Medical Bills, California State 
Out of Network Consent 
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If you are billed for more than this Good Faith Estimate, you may have the right to dispute the bill.  

You may contact the health care provider or facility listed to let them know the billed charges are higher than the Good Faith Estimate. 
You can ask them to update the bill to match the Good Faith Estimate, ask to negotiate the bill, or ask if there is financial assistance 
available. 

If you do receive a bill that is $400 or more, you may also start a dispute resolution process with the U.S. Department of Health and 
Human Services (HHS). If you choose to use the dispute resolution process, you must start the dispute process within 120 calendar 
days (about 4 months) of the date on the original bill. The initiation of this process will not adversely affect the quality of health care 
services furnished to an uninsured (or self-pay) individual by a provider or facility.    

If you dispute your bill, the provider or facility cannot move the bill for the disputed item or service into collection or threaten to do 
so, or if the bill has already moved into collection, the provider or facility has to cease collection efforts. The provider or facility must 
also suspend the accrual of any late fees on unpaid bill amounts until after the dispute resolution process has concluded. The provider 
or facility cannot take or threaten to take any retributive action against you for disputing your bill.  

For questions or more information about your right to a Good Faith Estimate, the dispute resolution process, or to get a form to start 
the dispute resolution process, visit  

www.cms.gov/nosurprises/consumers, email FederalPPDRQuestions@cms.hhs.gov, or call 1-800-985-3059 

 

Keep a copy of this Good Faith Estimate in a safe place or take pictures of it. You may 
need it if you are billed by the provider or facility. 

 

 


