FINANCIAL FOLICY
SCHEDULING

A” aPPomtmcnts durmg rcgu[ar hours must be scheduled so as to reduce waltmg time for you and others.
- You are free to stoP inat any time but you will have to wait until all scheduled aPPomtmcnts are seen. You will be fit in as soon as
Possib]c.

- Cancc”ations rcquirc 24 hour notice a $20.00 fee will be due if cancellation is less than 24 hours.

FAYME_NT

Fayment s expectecl in full at the time services are rendered. T}-ns includes all co- Pagments
- For your convenience we accept Cash, Checks, Master(Card and Visa.
- Faymcnts on your deductible will be made bg Paging our per visit charge until it is met.
- Should you discontinue care for any reason other than cfischargc bg the doctor; any outstanding balances will become immec’iatclg

due and Pagab[c in full by you.

INSUKANCE

Qur office will verncg your insurance coverage in an cffort to hclp you determine c}ﬂropractxc coverage under your current PO[ICy All
insurance compamcs have a strict Pollcg; they do notguarantcc any coverage or exp]anatxon of benefits over the Phone. ]t is the
responsibi]ity of the Patient to contact their insurance if there is a discrcpanqj or error in your benefits Proccssing.

- Jtis your rcsponsibi!ity to Provicle us with all the appropriate insurance forms, addresses, and information so that proper Filing can be
done.

- Wc are not ob]igatecl to acccPt your insurance Paﬂment onan assignment a!though, Forﬂour convenience, we may, base on our
cxPerience with your insurance carrier.

- You are always rcsponsible for the Portion of your bill the insurance may not cover and for your annual deductible.

- Rcmcmbcr that your insurance coverage is a contract between you, your cmPloﬂcr and your insurance company. We do not bill any

secondar}j insurance carriers.

FEES

- Qurfees gencra”g fall within what is considered reasonable and customary for this area.
- Man}j insurers paya Pcrccn’tagc of the reasonable and customar}j rate.
- If at any time there is a credit due to the Patient based upon a reduction made })3 the insurance or payment for a service

that was verified as non-covered, Patients may use that credit on future visits or call the office and ask for a refund.

LASTLY

You are responsble for all charges incurred as a Patxent of this office.

- We will do all we can with your insurance clalms, but ultlmate]g, you are rcsponsible for Payment. Unpaid claims will be turned over to
the Patient resPonsibili’qj after 60 cfays if their insurance has not made payment.

- Past due statements for unpaicl balances will be mailed. Statements unpaicl for more than 30 clags may be subject to an interest
cl-narge.

]t is the goal of this office to Providc you with the finest quality chiroPracﬁc care available. ]F you have any qucstions with rcgard to your health
orany of our Policics, Plcasc let us know. Wc welcome your referrals and look forward to a doctor—Paﬁent relationship that works for our

mutual benefit.

|, the undersigned, have read and agree to the guiclelines of this financial/insurance Po|ic3.

|, the undersignecl, have insurance coverage with |nsurance Compang and assign ciirectlg to [Hornback

C}wiropractic and Wellness all medical benefits, if any, otherwise Pagable to me for services rendered. | understand that | am
anaﬂcia”y resPonsib!e for all charges whether or not Pafcl }33 insurance. | herby authorize [TCW to release all information
necessary to secure the payment of benefits. ] authorize the use of this signature on all my insurance submissions whether manua

or electronic.

Patient/ Guardians Signatu re Date
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	It is the goal of this office to provide you with the finest quality chiropractic care available.  If you have any questions with regard to your health or any of our policies, please let us know.  We welcome your referrals and look forward to a doctor-patient relationship that works for our mutual benefit.



