Optimum Performance Chiropractic
Financial Policy

_____Patients with Insurance: We will bill your insurance for services rendered in the office. We will check on your benefits prior to receiving care, however insurance companies will never allow that a quote of coverage is a guarantee of benefits. We will collect 100% of services not covered by your insurance carrier. If you have a copay, coinsurance or unmet deductible, you will be responsible for payment at time of service. Please note that some patients’ policies are written to where they may have to pay a deductible for certain services, and/or a copay for certain services. Insurance is a contract between the patient and their carrier, so it is important that you take responsibility for understanding your benefits.  
Patient Initials ____ Staff Initials _____ 

_____ Workman’s Compensation: Most Workman’s Compensation claims are covered 100%. However, it is your responsibility to provide our office with the documentation necessary to prove a valid claim, as well as the name(s) of any claim’s adjuster/attorney, etc. handling the case, claim numbers and mailing address to send bills. Failure to provide the documentation needed will result in immediate conversion of your case to cash, and all payment will be due on receipt. 
Patient Initials _____ Staff Initials _____

_____ Patients without Insurance. You understand by picking this option that insurance will NOT be billed for any visits you have paid cash for. You will be required to pay for your services at the time they are rendered. 
 Patient Initials _____ Staff Initials _____

I have read and understand the financial policy of Optimum Performance Chiropractic. I also understand that if I have insurance, or a valid workman’s compensation claim, my carrier may pay for some to most of the charges listed above, but no benefits are guaranteed. I understand that I am ultimately financially responsible for all services not paid by insurance or other third party. Should there be a balance due at the end of my treatment plan, I will receive an invoice for the amount and pay it promptly or contact the office to make payment arrangements. 

Printed Name of Patient/Responsible Party ______________________________________________ Signature of Patient/Responsible Party _________________________________________________ 
Date Signed ______________________________  
Witness Signature________________________________
