Chiro-Fitness, Inc.

FINANCIAL POLICY

We are pleased to accept your insurance assignment subject to verification of your coverage.  We will file your claims as a courtesy to you in every way we can.  However, it must be fully understood that the contract is between you and your insurance company and you are fully responsible for any amount not paid by your insurance.  

1. I authorize payment of medical benefits directly to Dr. Shawnie L. Lamborn.

2. I authorize the release of any medical information necessary in the processing of my insurance claims.

3. I agree that I will pay the percentage of charges not covered by my insurance company at the time of service. (Example:  If my insurance company pays 80% of my charges, then I pay 20% at the time of charge.)

4. I agree that I will pay in full for charges for items or services which Chiro-Fitness, Inc. believes will not be covered by my insurance company at the time they are incurred.

5. I agree that I am totally responsible for any charges in this office and, if for some reason my insurance company does not cover charges within sixty (60) days or a claim is denied, I will pay those charges immediately.

6. I agree that if my insurance company for some reason sends the payments to me, I will bring or send those payments to Chiro-Fitness, Inc. immediately.

7. I agree that a copy of this document can be considered the same as an original when used for insurance billing purposes.

8. We accept cash, checks, Visa, MasterCard and Discover.

9. The adult accompanying a minor and the parents (or guardians of the minor) are responsible for full payment.  For unaccompanied minors, non-emergency treatment will be denied unless charges have been pre-authorized to an approved credit plan or payment by cash, check or credit card at the time of service has been verified.

10. I acknowledge that if I fail to cancel an appointment with a minimum of 24 hours notice a $50.00 fee will be charged to my account.  _______ (initial please)
PLEASE SELECT ONE OF THE FOLLOWING:

_______ CASH ACCOUNT:  You will be required to pay in full for all services rendered upon each visit unless other payment arrangements are made.  Itemized statements will be furnished to you upon request.  We do not bill your insurance company for cash accounts.

_______ HEALTH INSURANCE ACCOUNTS:  We will bill your insurance company for you as long as your insurance company makes payment directly to Chiro-Fitness, Inc.  While meeting your deductible, you will be asked to pay the full amount allowed by your insurance company for services rendered.  After your deductible has been met, you will be responsible for paying non-covered items at the time they are purchased and for the percentage not covered by your insurance.  Verification of your insurance benefits does not guarantee payment.  We will bill your insurance company as a courtesy to you and will estimate your portion (the percentage not covered by your insurance) as closely as possible based upon the benefits as explained to us by your insurance company.  Chiro-Fitness, Inc. will not enter into any disputes with your insurance company.

______ PERSONAL INJURY OR MOTOR VEHICLE ACCIDENT:  If were injured in a car accident, we will be happy to bill the car insurance once liability has been established.  We will wait up to one year from the date of your first visit to receive payment from the liability insurance.  After one year has passed without payment in full, you will be responsible for paying your account.  If you have med-pay benefits available on your car insurance policy for your injuries, we will bill the med pay also so that we can receive payments on a timelier basis.

MY SIGNATURE BELOW VERIFIES THAT I HAVE READ, FULLY UNDERSTAND AND AGREE TO THE ABOVE OFFICE POLICIES AND WILL ALLOW CHIRO-FITNESS, INC. TO ACCEPT MY INSURANCE ASSIGNMENT, IF APPLICABLE.

SIGNATURE OF RESPONSIBLE PARTY                                                DATE

