FREEPORT INTEGRATED HEALTH CENTER

OFFICE POLICY

It is the goal of this office to provide you with the finest quality chiropractic care available.  We welcome your referrals and look forward to an excellent doctor-patient relationship.

The frequency of your treatment schedule is of paramount to your recovery.  We ask that each patient assume personal responsibility for adherence to his/her appointment frequency, as it is designed for optimum results.  There is a $30 charge for any missed appointment without 24 hour notice or viable reason.  We acknowledge that there may be unavoidable or unexpected situations that may arise.  If this is the case, you will not be charged.

Please be careful to remember any jewelry, keys, or other personal items you may have removed for your adjustment.  We are not responsible for lost personal items.




         Regarding Insurance and Payment:

It is the policy of this office to extend to our patients the courtesy of allowing you to assign your insurance benefits directly to us.  The office is not responsible for determining your insurance benefits or deductible prior to service, that responsibility lies with the patient.  

· Co-insurances and co-payments are expected at the time services are rendered.  
· For patients with Deductibles, per contracts with all insurers, once treatment has been applied to the deductible, the patient will be billed for service, prompt payment is expected.  

· The patient will be notified prior to any service, exam or treatment which may not be covered by their insurance plan.  In the event you agree to any non-covered charge, payment is expected at time of service, unless other arrangements are made in advance.
· The patient agrees to assume all financial responsibility for any services rendered while receiving care in this office.

Regarding Patient Payments, Billing and Delinquent Accounts

· Once a statement is received by the patient, full payment is expected within 30 days, unless a payment arrangement has been made in advance.

· Any payment that is more than 90 days over due from the receipt of the first statement will be sent to collections.

· In the event you cannot pay the balance in full, you must call the office to arrange a payment plan.  
· Any account more than 90 days past due will be considered delinquent and will be subject to a 10% monthly billing fee(of your balance), each successive month from that time, until the account is settled or payment arrangements have been made. 
· We reserve the right to seek reimbursement for any/all collection costs including attorney’s fees and court costs. You, the patient, agrees that in the event we incur any collection fees, attorney fees or courts costs associated with your account; that all applicable fees are the responsibility of the patient.
My signature below indicates that I have read and agreed to the above-mentioned policy of Freeport Integrated Health Center and assume all financial responsibility for any services rendered while receiving care in this office
Signature________________________



Date____________

Witness________________________



Date____________
Freeport Integrated Center, P.A. 174 S. Freeport Rd Suite, Freeport, ME 04032


