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Sample Good Faith Estimate for Uninsured  
(or Self-Pay) Individuals

1

Below is an example of a good faith estimate form for uninsured (or self-pay) individuals who are 
expected to receive a bill for their care. This sample form highlights key information that is required by 
the No Surprises Act. Providers and facilities do not have to use this specific form, as long as they use 
a form that includes the required information.  For a full list of good faith estimate requirements, see 
the regulatory requirements at 45 CFR § 149.610(c).  To access the form, see the Good Faith Estimate for 
Health Care Items and Services template.

 



























 




























The form must include 
information such as the 
patient’s name, date of 
birth, and the primary item 
or service (with diagnosis 
codes).

This document is intended to provide clarity to the public about requirements related to surprise billing. 
It does not have the force and effect of law.

Revision Date: 8/2023

https://www.ecfr.gov/current/title-45/subtitle-A/subchapter-B/part-149#p-149.610(c)
https://www.cms.gov/files/document/good-faith-estimate-example.pdf
https://www.cms.gov/files/document/good-faith-estimate-example.pdf
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[Provider/Facility 3] Estimate [Delete if not needed] 
 

 

 
Provider/Facility Name Provider/Facility Type 

 

Street Address 
 
City 
 

State ZIP Code 

Contact Person 
 

Phone Email 

National Provider Identifier 
 

Taxpayer Identification Number 
 

Details of Services and Items for [Provider/Facility 3] 

Service/Item Address where service/item 
will be provided 

 Diagnosis Code 
(if required for the 
calculation of the 
GFE) 

Service/Procedure 
Code 

Quantity Expected Cost 

 
 

[Street, City, State, ZIP] [ICD code] [Service/Procedure 
Code Type: 
Service/Procedure 
Code Number] 

  

 
 

     

 
 

     

Total Expected Charges from [Provider/Facility 3] $ 
Additional Health Care Provider/Facility Notes 
 

 

Total estimated cost for all services and items:  $ 

6  

[Provider/Facility 2] Estimate [Delete if not needed] 
Provider/Facility Name                                                                              Provider/Facility Type 

Street Address 

City                                                                                                            State                                  ZIP Code 

Contact Person                                        Phone                                       Email 

National Provider Identifier                                                                        Taxpayer Identification Number  

Details of Services and Items for [Provider/Facility 2] 
Service/Item Address where 

service/item will be 
provided 

Diagnosis Code 
(if required for 
the calculation of 
the GFE) 

Service/Procedure 
Code 

Quantity Expected Cost 

 [Street, City, State, ZIP] [ICD code] [Service/Procedure Code 
Type: Service/Procedure 
Code Number] 

  

      

      

Total Expected Charges from [Provider/Facility 2] $ 

Additional Health Care Provider/Facility Notes 
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[Provider/Facility 1] Estimate 
Provider/Facility Name                                                                          Provider/Facility Type 

Street Address 

City                                                                                                          State                             ZIP Code 

Contact                                               Person Phone                              Email 

National Provider Identifier                                                                     Taxpayer Identification Number  

Details of Services and Items for [Provider/Facility 1] 
Service/Item Address where service/item 

will be provided 
Diagnosis Code (if 
required for the 
calculation of the 
GFE) 

Service/Procedure 
Code 

Quantity Expected Cost 

 [Street, City, State, ZIP] [ICD code] [Service/Procedure Code 
Type: Service/Procedure 
Code Number] 

  

      

      

Total Expected Charges from [Provider/Facility 1] $ 

Additional Health Care Provider/Facility Notes 
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Health Care Items/Services Expected to Be Separately Scheduled with Another 
Provider or Facility  
DISCLAIMER:  For health care items/services listed below, separate good faith estimates will be 
issued upon scheduling or upon request.  Specific information such as the names and identifiers 
for the providers or facilities that may furnish the services, diagnosis codes (if required for the 
calculation of the GFE), service codes, and expected charges will be provided in separate good 
faith estimates once these items or services are scheduled (or upon request). 

Service/Item Provider/Facility [Instructions for obtaining a good faith 
estimate for the service/item, such as provider/facility 
name, address, phone number, and email] 

 

 

 

 

 

 

 

 

 

 

    

The good faith estimate must 
include a list of items or services 
that are reasonably expected to be 
furnished for the period of care. 

This list must be grouped by 
provider. The No Surprises Act 
requires the estimate to describe 
the items and services that will 
be provided by the convening 
provider as well as items and 
services that will be provided by 
any co-providers or co-facilities.  

However, the federal government 
currently is not enforcing the 
requirement for co-providers and 
co-facilities, so individuals may 
still receive an estimate that does 
not contain information from co-
providers or co-facilities.

Good faith estimates must 
include a list of items or 
services that will require 
separate scheduling. These 
items or services are expected 
to be provided before or after 
the period of care for the 
primary item or service. For 
example, physical therapy 
following knee surgery.
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Uninsured (or Self-Pay) Individuals

The good faith estimate 
must include a number of 
disclaimers.  For example, it 
must state that the estimate is 
based on information known 
at the time it was created. 
Therefore, it won’t include 
any costs for unanticipated 
items or services that are 
not reasonably expected 
and that could occur due to 
unforeseen events.

The good faith estimate must 
also explain that individuals 
have a right to initiate the 
Patient-Provider Dispute 
Resolution process if the 
billed charges from a provider 
or facility are $400 or more 
than the estimate from that 
provider or facility.

Individuals should keep any estimate provided in a safe place to compare with any bills received 
later, in case they wish to dispute a bill through the Patient-Provider Dispute Resolution process. 
For more information, see background information on what’s a good faith estimate, examples of 
good faith estimates that do and don’t qualify for the dispute process as well as the Decision Tree: 
Requirements for Good Faith Estimates for Uninsured (or Self-Pay) Individuals and the Decision 
Tree: Patient-Provider Dispute Resolution Process.

This communication was printed, published, or produced and disseminated at U.S. taxpayer expense.

https://www.cms.gov/files/document/nosurpriseactfactsheet-whats-good-faith-estimate508c.pdf
https://www.cms.gov/files/document/nsa-provider-dispute-examples.pdf
https://www.cms.gov/files/document/nsa-provider-dispute-examples.pdf
https://www.cms.gov/files/document/nsa-gfe-decision-tree.pdf
https://www.cms.gov/files/document/nsa-gfe-decision-tree.pdf
https://www.cms.gov/files/document/nsa-ppdr-decision-tree.pdf
https://www.cms.gov/files/document/nsa-ppdr-decision-tree.pdf

