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 If you receive any correspondence from

 your insurance carrier pertaining to the 
care you have received at this office or a request of m

ore inform
ation regarding 

your care, please bring it in as soon as possible.  It is very im
portant that w

e 
keep your file as up to date as possible.  O

ccasionally, either by m
istake, or due 

to provisions in your policy, the check issued by the insurance com
pany for 

paym
ent of services rendered in our office, m

ay com
e to you instead of our 

office.  If you should receive any unexpected check in the m
ail, please contact 

us to see if it does represent paym
ent of your bill here. 

 I 
have 

read 
and 

understand 
the 

paym
ent 

policy 
of 

Big 
C

reek 
Fam

ily 
C

hiropractic.  I understand that m
y insurance is an arrangem

ent betw
een m

yself 
and m

y insurance com
pany, N

O
T betw

een Big C
reek Fam

ily C
hiropractic and 

m
y insurance com

pany.  I request that Big C
reek Fam

ily C
hiropractic prepare 

the custom
ary form

s at no charge so that I m
ay obtain insurance benefits.  I also 

understand that if m
y insurance does not respond w

ithin 60 days, or if I suspend 
or term

inate m
y schedule of care as prescribed by the doctors at Big C

reek 
Fam

ily C
hiropractic that fees w

ill be due and payable im
m

ediately. 
 A

s a service to you and to keep your account current, any balance not 
paid w

ithin a tim
ely m

anner (ie: 60 days for Insurance C
om

pany 
balances, 30 days for Personal balances, and 6 

m
onths for A

uto 
Insurance A

ssignm
ent) w

ill be autom
atically charged to your designated 

card below
.  

 C
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 C

redit C
ard: 

  V
isa  

  M
astercard 

 C
ardholder N

am
e:  _________________________________________ 

 C
ard #  _________________________Exp D

ate ________C
V

# _____ 
  ____________________________________________________ 
Patient’s signature (or guardian if patient is a m

inor)                    D
ate  

 ____________________________________________________ 
Patient’s Printed N

am
e 

 ____________________________________________________ 
W

itness 
    

   

B
ig C

reek F
am

ily C
hiropractic 

 
FIN

A
N
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IA

L
 PO
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Y
 

    
                              

 
O

ur recom
m

endations are based on a desire to see you get w
ell 

and stay w
ell.  C

hiropractic care is covered under m
any 

insurance plans.  M
ost of our patients that have health or 

accident insurance w
ill fall under one of the plans discussed in 

this policy.  R
egardless of your coverage, w

e’ll suggest the 
chiropractic care w

e think you need.  W
e ask that you read 

and understand our policy as it applies to your particular 
situation. 
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W

e request that 100%
 of the first visit be paid at the tim

e of the visit.  O
n other 

visits, paym
ent m

ay be m
ade at the end of the w

eek if you sign a credit 
guarantee form

.  W
e are happy to accept your check, M

aster C
ard or V

isa. 
 C

H
IR

O
PR
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E
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A
 (C

L
A

) 
Y

ou m
ay join C

LA
 if you do not have insurance or if your insurance coverage 

does not include chiropractic care.  Y
ou pay C

LA
 $49.95 per year for your 

im
m

ediate fam
ily and you pay us ½

 price for your initial visit and any x-rays, 
and $30 for adjustm

ents w
ith no lim

it on the num
ber of visits per year. 
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Y

our insurance is an agreem
ent betw

een you and your insurance com
pany, not 

betw
een your insurance com

pany and our office. W
e cannot be certain if your 

insurance covers C
hiropractic, although m

ost policies do provide coverage.  The 
am

ount they pay varies from
 one policy to another. W

hen possible, w
e w

ill call 
to verify benefits on your insurance; how

ever, the benefits quoted to us by your 
insurance com

pany are not a guarantee of paym
ent. A

s a courtesy to you, our 
office w

ill file insurance claim
s w

ith your insurance com
pany.  It is to be 

understood and agreed that you are personally responsible for paym
ent of any 

non-covered services, deductibles or co-pays.  Y
ou m

ay also pay the full am
ount 

due each day thereby qualifying for our Tim
e of Service R

eduction in fees.  Y
ou 

m
ay then subm

it the bill to your insurance carrier for reim
bursem

ent.     
 “O
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 (W
orker’s C

om
pensation) 

If you are injured on the job, your care should be paid for under your em
ployer’s 

W
orker’s C

om
pensation insurance.  Y

ou w
ill need to inform

 your em
ployer of 

the accident and obtain the nam
e and address of the carrier of their insurance.  If 

your em
ployer does not provide us w

ith this inform
ation, if a settlem

ent has not 
been m

ade w
ithin 3 m

onths, or if you suspend or term
inate care, any fees and 

services are due im
m

ediately. 
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Please present your auto insurance card, your health insurance card, and tell us if 
you have retained an attorney.  There are four options available to the PI patient: 

1. 
Pay cash for your care and w

e w
ill subm

it reports w
henever necessary. 

2. 
W

e w
ill bill (accept assignm

ent) from
 the M

ed Pay portion of your auto 
insurance.   

3. 
W

e w
ill accept a Letter of Protection or D

octor’s Lien from
 an attorney 

and aw
ait paym

ent at the tim
e of settlem

ent as long as you rem
ain an 

active patient. 
4. 

W
e w

ill bill your standard health insurance plan and you w
ill be 

responsible for all co-pays and deductibles as they are incurred. 
A

lthough you are ultim
ately responsible for your bill, w

e w
ill w

ait for 
settlem

ent of your claim
 for up to six m

onths after your care is com
pleted.  O

nce 
the claim

 is settled or if you suspend or term
inate care, any fees for services are 

due im
m

ediately. 

M
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W
e accept assignm

ent from
 M

edicare.  C
hiropractic benefits through M

edicare 
include O

N
LY

 m
anual m

anipulation of the spine. M
edicare pays 80%

 of the 
allow

able fee once the deductible has been m
et.  Y

ou are required to pay the 
$131 deductible and the rem

aining 20%
. A

ll other services w
e provide are 

N
O

N
-C

O
V

ER
ED

.  These other services include, but are not lim
ited to, x-rays, 

exam
inations, therapies, orthotics, supports, and/or nutritional supplem

ents.  
M

edicare patients are fully responsible for charges of non-covered services.  
Secondary insurance m

ay or m
ay not pay for these non-covered services.  O

ur 
office com

pletes and files the form
s for M

edicare at no charge.  
 M

E
D
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W
e accept assignm

ent from
 M

edicaid.  C
hiropractic benefits through M

edicaid 
include O

N
LY

 m
anual m

anipulation of the spine and x-rays. Y
ou m

ight be 
required to pay a nom

inal copaym
ent at each visit. A

ll other services w
e provide 

are N
O

N
-C

O
V

ER
ED

.  These other services include, but are not lim
ited to, 

exam
inations, therapies, orthotics, supports, and/or nutritional supplem

ents.  
M

edicaid patients are fully responsible for charges of non-covered services.  O
ur 

office com
pletes and files the form

s for M
edicaid at no charge.  
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Please inform
 us of any secondary insurance you m

ay have.   
 M

A
N

A
G

E
D
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A

R
E
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N
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W
e are preferred providers for the follow

ing com
panies: B

C
B

S PPO
 products, 

M
idlands C

hoice, M
edicare, M

edicaid, C
oventry, U

nited H
ealth C

are, A
etna, 

and First H
ealth.  

 

 Y
ou are required to pay a $______co-pay at the tim

e of service. 
 

 Y
ou are required to pay ______%

 co-insurance at the tim
e of service.  Y

our 
annual deductible is $______, of w

hich $_____ has been m
et per your insurance 

com
pany. 

 

 B
enefits are available for up to ______visits per year.   
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Please inform
 us if you have a m

edical savings account, som
etim

es know
n as a 

'flex plan'.  W
e w

ill be happy to provide you w
ith a statem

ent of your charges 
for reim

bursem
ent. 
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C
hecks returned due to non-sufficient funds w

ill be charged a $20 processing 
fee.  
 A

C
C
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A

 finance charge of 1.5%
 per m

onth (18%
 annually) w

ill be charged on balances 
that are over 30 days past due.  If an unpaid balance reaches $200, no additional 
services w

ill be perform
ed until the un-paid balance falls below

 $150 and an 
agreeable paym

ent plan is set into place.  


