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Remote Consultations: Virtual Management, Non-Covered Service Waiver 

 

Consistent with our philosophy it is our desire to bring the Creighton Model 

Fertilitycare™/NaProTECHNOLOGY to as many women and their families as possible.  Because there are 

so few Creighton Model Fertilitycare™/NaProTECHNOLOGY providers, patients are often forced to 

travel long distances to get the help they need. In an effort to reduce this burden we offer phone or 

FaceTime consultations as an initial step in your fertility evaluation.   

The providers at the Fertility & Midwifery Care Center are willing to consult with you remotely, that is, 

without having to see you in the office, on a limited basis.  We strive to do as much of the work remotely 

as possible.  For example, our providers will order necessary labs and medication(s), review test results, 

interpret your Creighton chart, review any results you may have from other providers, and make 

recommendations for your individualized care. There are limitations to remote care and travel to our 

office for an appointment may become necessary. 

This remote management is considered a “non- covered service” and is not billed to your insurance 

company--you are solely responsible for the $150 fee.  The fee will be charged to your credit card prior 

to the remote appointment.  Subsequent follow up remote visits will be charged based on the fraction of 

an hour spent at a rate of $35 per 15-minute increment.  For instance, a 30-minute follow up remote 

visit will generate a $70 charge.   

By signing below, you acknowledge your agreement with and financial responsibility for this fee, as well 

as your understanding that the fee will not be forwarded to your insurance company.  

 

Patient Printed Name: ________________________________________________ 

 

Patient Signature: ____________________________________________________ Date: ____________________ 
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