
      
 

 

 

 
Acknowledgement of Selection of Out-of-Network Provider Services 

 
_____________________________ & _____________________________________________ 
 (patient name)  (insurance) 

 
 
I, _______________________________________, specifically request the services of the following health care 
provider, Surgical Specialists at Princeton, whom I have been advised does not participate in and is 
“out-of-network” with my self-funded plan. 
 
I understand that I may owe more than the copayment, deductible, and/or coinsurance amount of 
my self-funded plan. 
 
I further understand that I may be charged the difference between what my self-funded plan pays 
Surgical Specialists at Princeton and what is the Surgical Specialists at Princeton charge for the 
services provided. 

 
 
 
 
 
 
Patient/Guardian Signature      Date 

 136 Main Street, Suite 100 
Princeton, NJ    08540 

P: 609.799.1130 
F: 609.799.4577 

www.surgicalspecialistsatprinceton.com. 
 


