FINANCIAL POLICY/ ADMINISTRATIVE FEES


Our goal at this office is to make sure your health care experience is delivered with thoroughness and
superior quality.  We want to keep your insurance and other health requests as simple as possible.

In order to accomplish this in a cost-effective manner, we ask that you adhere to some simple guidelines.

1. You are ultimately responsible for payment of services rendered from our office, regardless of insurance coverage. This office will file your insurance but it is your responsibility to see that all claims are paid within 60 days or you will be liable. 
2. IT IS YOUR RESPONSIBILITY PRIOR TO YOUR VISIT TO:
(a)  provide all updates on current address, telephone numbers and insurance information.
(b)  contact your Insurance carrier to confirm that this doctor is participating in your plan.

(c)  pay all co-pays and fees at time of service 

(d)  contact this office 24-hr. prior to canceling or rescheduling your appointment. ($35.00 missed apt. fee will be assessed)
..

3. An Optional $15.00 Administrative Service Fee will be charged- one time per calendar year. This admin fee is intended to cover the cost of certain administrative services we provide that are not covered by your insurance.  If you choose not to pay, you will be charged per item during the year,
      eg; statements, clinical records , letters, disability forms, school forms, sports trainers, massage etc.
CHECK ONE

( ) CASH- All fees paid at the time of service- cash, debit, all credit cards and checks accepted.
( )  MEDICARE/ CASH PT- This office files- patient is reimbursed by Medicare. 

( ) Health Insurance- we will verify your coverage prior to your visit and file your claims as contracted- you will be totally responsible for your co-pays, deductibles, or any balance not covered by your insurance.  
“I authorize and direct that payment be made directly to Johnson Ferry Chiropractic Ctr. for any and all insurance benefits or reimbursement for services rendered by the doctor which amounts would otherwise be payable to me under any insurance or prepaid health care plan.  I also authorize the release of any information concerning my health and healthcare services to my insurance companies or prepaid health plan.”
( ) Workers Compensation- You have notified your employer, you have a claim number and it has been pre-verified by this office to bill the insurance carrier. There should be no charge to you.

( ) Automobile Insurance- You have reported the accident to your carrier, received a claim number,

this office has pre-verified your Med-Pay coverage and it will pay us direct. (as required by the state of Ga.)- If you do not have Med-Pay coverage a letter stating such must accompany the filing of your Health Insurance claims.
( ) Attorney Lien, You have signed and chosen to obtain an attorney who will guarantee payment out of your settlement from the responsible insurance carrier.
ACCEPTANCE
( ) I accept this policy that includes payment of the Administrative Service Fee $15.00

( )  I accept this policy BUT CHOOSE NOT TO PAY the Administrative Service Fee. I understand that if I elect not to pay the Administrative Service Fee, I will pay for the services  as I need them.
________________________________________                       ______________________________

                 SIGNATURE                                                                          DATE              
