
  



  



 

Office Policy 

We are committed to providing you with the best possible care.  If you have chiropractic benefits, 

we are anxious to help you receive the maximum allowable benefits.  In order to achieve these 

goals, we need you to understand our policies.  

Co-payments and/or payments are due at the time of your visit.  Payments can be made by credit 

card, personal check or cash. Patients with percentage co-payments will be billed as the 

information is received from your insurance company.  

Your insurance is a contract between you, your employer and the insurance company. We are 

not a party to your contract. As a courtesy to our patients, our office will verify your chiropractic 

benefits with your insurance company. Our relationship is with you, not your insurance 

company, we recommend you also verify your chiropractic coverage with your insurance 

company. Any inaccurate information given to our office by an insurance representative 

concerning your coverage is your responsibility. 

If you do not have your insurance card for verification purposes, you will be responsible for $60 

at time of visit until current insurance information can be verified. No visits will be backdated to 

the insurance company.  

You are responsible for obtaining a Primary Care Physician (PCP) referral or script if required by 

your insurance company. If you do not have the required referral or script for your visit, you will 

be responsible for $60 at time of visit until one can be obtained. Visits will not be backdated to 

the insurance company. 

You are responsible for tracking the number of visits allowed by your insurance company, 

expiration dates and the number of visits on your PCP referral and treatment plan.  

I authorize the release of any medical or other information necessary to process my claims. I also 

request payment of government benefits either to myself or to the party that accepts the 

assignment. (Box 12 on CMS-1500) 

I authorize payment of medical benefits to the undersigned physician or supplier for services 

described below. (Box 13 on CMS- 1500) 

If you have any questions, please do not hesitate to ask. We are here to assist you in any way 

possible.  

 I have read and understand the above information.  

Signed:_____________________________________ Date:___________________ 

 



  



  



  



 


