Strickland Chiropractic Clinic Inc. Financial Policy
Thank you for choosing Strickland Chiropractic as part of your health care team. We are committed to
providing the best possible care for you. In order to achieve this goal, we need your assistance in
understanding our payment policy. Please understand that payment of your bills is considered part of your
treatment. Please read, initial after each section, and sign at the bottom prior to your treatment.
It is our office policy to collect 100% payment for any deductibles, co-pays, co-insurance and non-covered
charges at EACH visit. We accept as forms of payment: CASH, PERSONAL CHECK*, VISA, MASTERCARD,
DISCOVER, and AMERICAN EXPRESS.*Returned checks will be subject to a $30.00 collection charge in
addition to the original check amount.
INITIALS ______
HEALTH/MEDICAL INSURANCE: You must provide us a copy of your health insurance card. We will submit
your primary/preferred insurance claims as a courtesy to you. However, your insurance policy is an agreement
between you and your insurance company, not between your insurance company and this clinic. It is important
that you understand your health and accident benefits listed in your policy. There are many variations in
insurance policies. It would be in your best interest for you to call your insurance company to determine your
CHIROPRACTIC benefits. Monitoring any policy limitations is considered the responsibility of the patient. As a
courtesy to our patients, our office will also attempt to contact your insurance company to verify coverage and
benefits, BUT this is not a guarantee of what the insurance company will pay. Our office will do our best to
ESTIMATE what your patient portion will be at each visit. You will be sent a statement for any difference in the
amount paid at each visit and the actual amount due once your claims have been processed and paid. If your
insurance company fails to process a claim for any reason, you will be required to pay for services and seek
reimbursement from your insurance company.
INITIALS ______
NON-COVERED EXPENSES: Our office is committed to providing the best treatment for our patients and we
charge what is usual and customary for our area. You are directly responsible for payment of medical supplies.
You may be responsible for payment of charges reduced or denied due to the insurance company’s arbitrary
determination of usual and customary rates. There may also be charges that your insurance does not cover
due to limitations of your policy, or what they consider reasonable and necessary or deem to be experimental
or investigational. It is your responsibility to know what the policy limitations are. Our goal is to improve your
condition successfully based on what the doctor deems reasonable and necessary treatment, and not on what
your policy limitations are. Therefore, unless you alert us prior to treatment, you will be financially responsible
for non-covered expenses.
INITIALS _______
MISSED APPOINTMENT POLICY: Attending your scheduled appointments is crucial to successful treatment
of your condition. If you need to cancel or reschedule an appointment, please allow us the courtesy of 24 hours
notice so that we may schedule someone else in need at that time. If you fail to give notice or if you do not
show up for your appointment, you will be charged a fee of $25.00.
INITIALS _______

I have read, understand, and agree to this Financial Policy.
Patient Signature:

Date:

