
Treatment Contract

Between
Physician of the practice Dr. Klaubert / Voth■Klaubert, Weitlstraße 66, 80935 Munich (hereinafter
referred to as the Physician)

and

First name, Last name:

Date of birth:

Address:

Insurance provider:

(hereinafter referred to as Patient)

the following treatment contract is concluded:

1. Private billing is carried out on the basis of the German Fee Schedule for Physicians (GOÄ) and
any applicable analogue fee codes.

2. Increased fee factors may be applied due to additional medical content or time expenditure
compared to the standard rate and will be stated on the invoice.

3. With the explicit or implied consent of the patient, the physician is permitted, within the framework
of legal provisions, to have services performed by qualified assisting personnel.

4. The remuneration becomes due upon invoicing.

5. As a self■paying patient, the patient undertakes to pay the due fee regardless of whether
reimbursement of the incurred costs (in whole or in part) is provided by reimbursement bodies.

6. If the patient fails to attend a firmly agreed treatment appointment, the patient owes the physician
a cancellation fee corresponding to the amount reserved for the scheduled time slot. Exceptions
apply in the case of timely cancellation (at least 24 hours before the scheduled appointment, in
writing or by telephone) and if the absence of the patient was not their fault. The proof that no
damage or only significantly lower damage occurred remains unaffected, as does proof of higher
damage by the physician.

7. This treatment contract may be terminated at any time with effect for the future.

8. If the patient is not insured under the standard tariff of a private health insurance and has been
granted a special tariff (basic tariff or standard tariff), this tariff must be proven by presenting the
written confirmation from the private health insurance.



I (the patient) confirm that I have taken note of and understood the contents of this treatment
contract. Furthermore, with my signature I expressly declare that I wish to receive treatment as a
private patient.

Place, Date, Signature Patient Place, Date, Signature Physician


