Mowry Chiropractic Inc Financial Policy

Thank you for choosing Mowry Chiropractic Inc as your health care provider.  We are committed to providing you with the best possible medical care.  Please understand that payment of your bill is considered a part of your treatment.  The following information is provided to avoid any misunderstanding or disagreement concerning payment for services provided by our office.

· Our office participates with a variety of insurance plans.  It is your     responsibility to:

· Bring your current insurance card to every visit and notify us of any changes in coverage.

· We will submit a claim to your insurance company for you.  Balances not paid, per our contract by your primary insurance company may be billed to you.  A statement will be sent to you or you may be notified of balances at our office.  Ultimately you are responsible for payment of charges.

· Be prepared to pay your co-pay at each visit.  Payments may be made by cash, check or credit card.

· I understand that my insurance carrier can choose to assign benefits to Mowry Chiropractic Inc or my insurance carrier may make payment directly to me.  If payment is sent to me I am responsible to bring my explanation of benefits to Mowry Chiropractic and pay my bill in full. 

· I understand and certify that I am financially responsible for all healthcare service charges that are paid to me directly by my insurance carrier, as well as for any applicable co-payment, co-insurance, deductible or charges for non-covered services provided to me or any of my dependents.

· If you do not have insurance coverage or if a company with which we are not contracted insures you, payment in full is expected at time of service unless arrangements are made and kept.
· It is my responsibility to verify that I am in or out of network with Mowry Chiropractic.  It is also my responsibility to know my chiropractic benefit information.  Insurance benefits verified by Mowry Chiropractic are verified as a courtesy to me.  They may not be an actual quote of benefits or payment.

· If you have questions about your insurance, we are happy to help you.  Specific coverage issues, however should be directed to your insurance company member services department (number should be on your insurance card)

· This office charges for all services that are significant and separately identifiable.  We bill for all procedures that are provided at Mowry Chiropractic Inc.

· If I am unable to pay my bill in full it is my responsibility to contact Mowry Chiropractic to set up a payment arrangements.  Otherwise my balance maybe subject to Mowry Chiropractic’s collection process.

· All balances are due within 30 days of the statement due.  Unpaid balances greater that 30 days are subject to our collection process.  Accounts sent to our collection agency are subject to collection fees.  Once an account has been turned over collections, payments and questions are to be made to the collection agency.  

· There will be a fee charged for all massage appointments that are not kept and/or cancelled without 24-hour notice.

· There is a fee for all returned checks.

· There is an additional fee for all office visits scheduled after the posted hours.  Emergency visits/walk-ins/non-scheduled appointments may also be charged an additional fee.

· There is a fee to copy all medical records including x-rays.

· If my treatment is result of an auto/personal injury accident and I am paid directly by the insurance company, I understand that is my responsibility to pay Mowry Chiropractic in full for services rendered to me.


· I understand that some of the codes submitted to my insurance company in conjunction with a manipulation may be coded as physical therapy.  Also, any therapies performed at Mowry Chiropractic Inc may also take from my physical therapy benefit provided to me by my insurance carrier.   _________ Initials 
Thank you for understanding our financial policy.  Please let us know if you have any questions or concerns.

By signing below, I certify that I will pay Mowry Chiropractic Inc any co-payments, co-insurance, deductible or non-covered services.  I will immediately pay Mowry Chiropractic Inc any payments I receive from my insurance company for services provided to my dependents or me. I will be responsible for any amounts not paid by insurance because I have not provided the appropriate insurance information for billing.

__________________________________________

_________________

                            Print Patient Name





  Date

__________________________________________

                     Signature of Patient or Guardian

__________________________________________

                                     Witness

