
 
OMB Control Number XXXX-XXXX 

Expiration Date MM/DD/YYYY 

Selected Dispute Resolution (SDR) Entity Decision Notice to Patient 

Date 

Patient or Authorized Representative Name 
Patient or Authorized Representative Address 
Patient or Authorized Representative City, State, Zip 

RE: Patient-provider dispute process decision re: Reference Number: 
XXXXXXXX 

[Patient or Authorized Representative Name], 

We have reviewed the information for [Reference Number: XXXXXXXX].  Based 
on our review, our decision is that [health care provider or facility name] [select 
one: has OR has not] provided enough evidence to demonstrate the difference 
between the amount billed and the Good Faith Estimate is medically justified and 
based on unforeseen circumstances that could not have been reasonably 
anticipated.  

Based on this decision, [patient name] must pay [select one: $XXX, which is 
the total expected charges from the Good Faith Estimate minus the $25 
administration fee that you paid OR $YYY, which is the billed charge OR $ZZZ, 
which is the median amount for the same or similar services by a same or 
similar provider in your geographic area].  [Patient name] must directly pay 
[health care provider or facility].  

This decision is binding, unless there are claims of fraud or a misrepresentation 
of facts presented to us, in which case you may have the right to other legal 
remedies.  For more information, see www.cms.gov/nosurprises.  

Sincerely, 

[SDR entity name and contact information] 

http://www.cms.gov/nosurprises


 
OMB Control Number XXXX-XXXX 

Expiration Date MM/DD/YYYY 

Selected Dispute Resolution (SDR) Entity Decision Notice to 
Health Care Provider or Facility   

Date 

Health Care Provider or Facility Name 
Health Care Provider or Facility Address 
Health Care Provider or Facility City, State, Zip 

RE: Patient-provider dispute process decision re: Reference Number: 
XXXXXXXX  

[Health Care Provider or Facility], 

We have reviewed the information for [Reference Number: XXXXXXXX]. Based 
on our review, our decision is that you [select one: have OR have not] provided 
enough evidence to demonstrate that the difference between the billed charges 
and the Good Faith Estimate is medically justified and based on unforeseen 
circumstances that could not have been reasonably anticipated.  

[If have prevailed:] 
Based on this decision, [patient name] must pay [select one: $XXX, which is the 
total expected charges provided in the Good Faith Estimate minus the $25 
administration fee the patient paid for the dispute process OR $YYY, which is the 
billed charge OR $ZZZ, which is the median amount for the same or similar 
services by a same or similar provider in your geographic area]. You must 
arrange for such payment directly with [patient name].  

[If have not prevailed:] 
Based on this decision, [patient name] must pay [select one: $XXX, which is the 
total expected charges provided in the Good Faith Estimate minus $25 that you 
must credit to the patient for the administration fee they paid for the dispute 
process OR $YYY, which is the billed charge minus $25 that you must credit to 
the patient for the administration fee they paid for the dispute process OR $ZZZ, 



 
OMB Control Number XXXX-XXXX 

Expiration Date MM/DD/YYYY 

which is the median amount for the same or similar services by a same or similar 
provider in your geographic area minus $25 that you must credit to the patient for 
the administration fee they paid for the dispute process]. You must arrange for 
such payment directly with [patient name].  

This decision is binding, unless there are claims of fraud or a misrepresentation 
of facts presented to us, in which case you may have the right to other legal 
remedies. For more information, see www.cms.gov/nosurprises.  

Sincerely, 

[SDR entity name and contact information] 

http://www.cms.gov/nosurprises

