
              OFFICE FINANCIAL POLICIES
To prevent any misunderstandings about your insurance coverage and our billing/collections procedures, 
we would like to inform our patients that we cannot render services on the ASSUMPTION that their bill 
will be paid by an insurance company.  You are fully responsible for all professional services furnished that 
your insurance company does not pay.  Cash fee will be charged until insurance verification is completed.

We do not participate in insurance plans, and we reserve the right NOT to bill your insurance company.  
You will be provided with a receipt to submit your own claim for reimbursement with the exception of 
Medicare/Medicaid.  We do NOT accept Medicare nor Medicaid and are not in network.

Office Policy is to:

1. Collect co-pays at time service is rendered.
2. If your policy is a split percentage (EX:70%/30%), we will set a payment of $30.00 to be collected 

at the time of service to simplify our record keeping.  In doing this, we agree to write off any 
balance (except supplies, vitamins or deductibles) not covered by your insurance company.  If, 
however, you do not pay this set fee at time of service, you will be billed for the full percentage as 
stated in your policy.  

3. To collect full payment for any nutritional supplements, supports, therapeutic appliances, etc. the 
day they are prescribed.

4. To collect full payment for cash patients the day services are rendered.  If payment is not collected 
on day of service, the cash discount will no longer apply and you will be billed our full standard 
fee.

5. Packages are prepaid.  No refunds are accepted due to reductions in charges from individual visit 
pricing.  Should a refund be granted, it is based on the individual visit price and customary fees, 
trip/after hour charges for services rendered/etc, and a 10% cancellation fee. 

6. A late fee will be charged if payment is not received by the due date on the statement.
7. A $50 fee will be charged for any returned checks plus any amount expended for collection 

efforts.
8. Missed appointments without 24 hour notice will be charged $50.00.  This is the patient’s (my) 

responsibility and cannot be charged to the insurance company.  This fee is due and payable 
within 7 days from the missed appointment and late fees can accrue should payment not be 
received.

9. I understand and agree that health and accident insurance policies are an arrangement between an 
insurance carrier and me.  I am ultimately responsible for payment of services rendered.

10. I authorize the staff to perform any necessary services needed during diagnosis and treatment.  I 
also authorize the Provider to release any information necessary to process insurance claims.

Your signature will signify your understanding and compliance with Office Policies.

PATIENT SIGNATURE:  ___________________________ DATE:  ____________

DOCTOR/OFFICE MANAGER:  _____________________
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