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CHIROPRACTIC
Financial Policy

Thank you for choosing Idaho Chiropractic Group, PLLC as your health care provider. We are
committed to your treatment being successful. The following is a statement of our financial
policy that we require you to read and sign prior to any treatment.

All payments are due at the time of service. We accept Cash, Check, Visa, MasterCard,
Discover and American Express. We accept assignment of insurance benefits from your
insurance carrier. However, it is the patient’s responsibility to ensure that the insurance carrier
meets their obligations. The contract is between you and your insurance carrier. We are not a
party to that contract. All insurance must be pre-approved by Idaho Chiropractic Group’s credit
department. If your insurance has not paid the bill within 45 days, you will be asked to make a
payment on the account to stay in good standing with Idaho Chiropractic Group. We encourage
you to contact your insurance company for any discrepancies. If we are a participating provider,
all co-pays and deductibles are due the day of treatment. You are responsible for payment in full
regardless of any insurance company’s arbitrary determination of usual and customary rates.

Unless appointments are canceled at least 24 hours in advance, we reserve the right to charge for
missed appointments with a $25.00 cancellation fee.
We reserve the right to charge a monthly late fee in the amount of $5.00 for accounts past 60
days.
If you are interested in payment arrangements, a financial consultation can be arranged. Please
contact the front desk.
I have read the financial policy. I understand and agree to the terms of this agreement.

o I have provided a copy of my insurance card (fill out portion below)
0 I am a cash patient (no insurance)
o This will be billed to personal injury or work comp

INSURANCE
Who is responsible for this account?
Relationship to Patient
Insurance Company

Subscribers Name
Birthdate SS#

ASSIGNMENT AND RELEASE

[ certify that I, and/or my dependent(s), have insurance coverage with the insurance company named above and
assign directly to Idaho Chiropractic Group all insurance benefits, if any, otherwise payable to me for services
rendered. [ understand that I am financially responsible for all charges whether or not paid by insurance. I authorize
the use of my signature on all insurance submissions. Idaho Chiropractic Group may use my health care information
and may disclose such information to the above-named insurance company and their agents for the purpose of
obtaining payment for services and determining insurance benefits or the benefits payable for related services.

Signature of Patient, Parent, Guardian, or Personal Representative

Print Name Date



