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Disclaimer to all patients 
 

Thank you for choosing Surgical Associates of Tampa Bay for your surgical care. We 

realize that you are currently without insurance to cover the cost of your medical care 

including: office visits, laboratory testing, X-rays and surgical procedures that you may 

need to have done. All of these services could be quite expensive. 

 

Our doctor will make his treatment recommendation because he feels that this is what 

is needed to either treat a known problem that you have or to establish a diagnosis for 

the complaints that you have. 

 

We strongly urge you proceed with our doctor’s recommendation as quickly as 

possible or you may choose to seek the advise of another surgeon. 

 

If our doctor advises you to have a biopsy of any type you should know that he can’t 

be sure if this is a cancer or a life threatening illness without doing the biopsy. We 

will supply you with the information you will need to make arrangements with the 

facility of your choice for your procedure. We can only quote prices for our doctor’s 

fees. Any financial arrangements with outside facilities will need to be made by you. 

 

Our doctors will not be held harmful for any progression of your illness that may 

arise due to delays in your treatment because you experienced problems obtaining a 

facility that is willing to perform your procedure. It is not the responsibility of our 

office to make financial arrangements with outside facilities and we will not be held 

liable for any delays that you may experience because you are trying to make these 

arrangements. 

 

 

I agree to the above terms and will not hold the doctors of Surgical Associates of 

Tampa Bay, harmful for any delays that I may experience because I am without 

insurance coverage and therefore I might require additional time to make my 

arrangements with outside facilities. 

 

Patient Name:____________________________ 

 

Patient Signature:_________________________      Date:____________ 


