OUR OFFICE POLICY REGARDING DIRECT BILLING TO INSURANCE
Our office is pleased to aid you in your treatment by submitting your visit to your insurance company.  We will file your claim forms and assist 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 company. 
We reserve the right to withdraw this privilege of direct insurance if the circumstances warrant it.  You are required to sign any and all documents required by your insurance company.  You are also required to assist our office with the details of any benefit insurance that you may be covered by with respect to chiropractic, registered massage therapy and naturopathic treatments.
Our office does not guarantee that your insurance will pay.  We will partner with you to ensure that we have access to all pertinent information for your submissions, and will do everything in our power to ensure that your claims are processed in a timely, organized and complete manner.  However, if for any reason, your insurance claim is denied, you are responsible for the full amount of your account.  Our office will not enter into a dispute with your insurance company over your claim, beyond our due diligence.  This is your responsibility and obligation. There are specific types of claims which cannot be processed by the health practitioner, and must be paid in full and submitted by the patient vis patient channels.
We require 8 hours notice of any cancellation of appointments.  Failure to do so will result in a missed appointment charge.  Your insurance company will not cover missed appointment charges.  These will be your responsibility, and payment is due immediately.

If you understand and agree with all of the above policies, please sign your name below and we will accept your insurance assignment.
Interest will be charged at 2% per month on all overdue accounts.

________________________________                     __________________________
Patient Name (Please print)



      Date
________________________________                    __________________________
Witness





     Patient’s Signature
