GUIDING YOU TO BETTER

‘:3 Hannibal Regional

Hospital
*Required Field

*DATE:
*Patient Name: *DATE OF BIRTH
*Address:
Address 2:
*City, State, Zip:
*Phone Number: Alternate Phone Number:

Fax Number: Email:

*PROCEDURE DESCRIPTION:

CPT/PROCEDURE CODE:

(FOR ACCURATE ESTIMATE A CPT/PROCEDURE CODE IS RECOMMENDED)

Ordering Provider:

*Do you want the Estimate as:

PRIVATE PAY AFTER INSURANCE (check one)

*IF AFTER INSURANCE PLEASE COMPLETE THIS SECTION

Insurance Plan Name:

Member ID#

Group #

Eligibility Phone#

*Indicate how you would like to receive your written estimate:

MAIL FAX EMAIL (check one)

*Do you want a call with a verbal estimate in addition to sending a letter?

YES NO (check one)
Return Form to:
MAIL FAX EMAIL
HRH ADMITTING 573-248-5687 allison.stout@hannibalregional.org
ATTN: FINANCIAL ADVISOR
PO BOX 1257

HANNIBAL MO 63401



If you would like to submit your information by phone, call 573.248.5615 or 573-406-5906.

The required information must be provided in order for us to prepare an estimate. The estimate that will be
provided is a range of possible prices or an average price. The estimate will be based on the information
provided above, and may not be specific to any one HRH provider.

If you have insurance, you should contact your health plan to make sure that the HRH organization you would
like to use is a provider in your plan’s network. You should also confirm that the requested service is a
covered benefit.

The actual price of the service may be more or less than the estimate provided and may vary depending on
chronic health issues, medications, unexpected complications, and other factors. The estimate is not a
guarantee of what you may eventually owe.

HRH provides price information only on more common procedures, so an estimate may not be available for
the procedure you are requesting. If an estimate is not available for the particular procedure for which you are
requesting price information, someone will call you to let you know that an estimate is not available.
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