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Financial Policy

Dear Patient:

Thank you for choosing us as your health care provider.  Our main concern is that you receive the proper and optimal treatments needed to restore your health.  

We ask that all patients read and sign our Financial Policy prior to their initial appointment.  Payment is due at the time services are rendered.  We accept cash, checks, Visa and Mastercard.  We will be happy to provide you with a receipt for services rendered and payments made.

We are not contracted with any insurance company and we will not accept assignment of insurance benefits.  Upon request, we will provide claim forms for you to submit to your insurance company. Because we are not contracted with your insurance company, any insurance checks issued to our office will be immediately returned with a request that all payments be issued directly to you.  
Please remember:

1.) Your insurance policy is a contract between you, your employer and the insurance company.  We are not a party to that contract.  Our relationship is with you, NOT your insurance company.  All charges are ultimately your responsibility whether your insurance company chooses to pay on your claims or not.

2.) Not all services are a covered benefit in all contracts.  Some insurance companies arbitrarily select certain services that they will not cover.  In most cases, the majority of alternative and preventive medical treatments are not covered by insurance.

3.) Payment for services is expected at the time of service unless prior arrangements have been made.  If you have an outstanding account balance, you will receive a monthly billing statement until the balance is paid in full.

4.) Returned checks will be subject to an additional collection fee and will not be reprocessed.
5.) We require a 24 hour cancellation notice. You may be charged for any appointments cancelled without a 24 hour notice.  

We thank you for selecting us as your medical clinic and we sincerely appreciate your trust in us.  The opportunity to be of service to our patients is something we take very seriously. Our number one priority is ensuring your optimal health.
I have read the above policy and I accept full financial responsibility for my medical treatments.  I recognize that many of the medical services rendered to me may not be covered by my insurance company.
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