CLINIC POLICIES

Thank you for chossing Cec Chiropsaciic as your health care provider. . We are commitied fo the success of your fresiimnent  The followisg are
statements of our Peficies wiich we raguire you read and sign prior to any featment.

]l patients must complete our Pslisnat Information, Health Information, Policy and Coverzge forms before seeing e docior.
FULL PAYMENT IS DUE AT TIME OF SERVICE UNLESS OTHER ARRANGEMENTS ARE MADE. WE ACCEFT CASH, CHECKS, CREDIT
AND DEBIT CARDS. WE OFFER AN EXTENDED PAYMENT PLAN WHERE NECESSARY AND A FINANCIAL AGREEMENT IS SIGNED.

REGARDING [NSURAHNCE
We may accept assignment of insurancs berefits. By signing this policy, you agree to assign your insurance benefis & #is clinic. In cases where
¥ e2s8 where your benefit is processed directly I vou regardiess of assignmer, you agree fo sébmii =ny

benefits are not assignsble of in 25
payments recsived slong with the explanslion of benefits to this clinic wiitin 10 days of receipt unless you have psid for fie services represanis
by said payment in ll ot the fire of service. In no case will an assignment afieviate you of your obligation for payment of services recaived.

Your insuranee plan is a confract betwesn you and your insurance compariy. This clinic is not a party fo that confract and therefore cannot madify
the terms of that confract Payment for Seaiment you receive from Cecil Chiropractic is your responsibifity vhisther your insurance Compaay pays
or not. We cannol b your imsurance company unless you provide us with the necessary biliing information, assign vour bensfiis b this cfiaic and
agree to penmi us & relsase e nacessary medical information required & secure payment. In the event we da scoept assignment of bensis we
require that you provide a credk card with authorization to bift that account any balance or make other paymest amangements. We wi§ maks svary
effort to ensure that your insurance carvier properly processes your services for paymeni. In some circumstances ws may require your zssisisnca.
{f your insurance company has not p=&d your account in full within 60 days and you refuss b assist us it deafing with your carrier, the balznce will
be automatically bs ransieired fo your credit card or the extended payment plan. ’

NOTE: Please be awars Hhat some, and perhaps all, of fie services provided may be ron-covered servises and not considered reascazhiz and
necessary Undsy your imsurancs program. Specifically, most insurance plans do not provide coverage for mainenance or palfiafive care. ¥ you ars

unsure as to s natiwe of the Feaiment you are receiving, please ask your docior. For coverage informafion, it is your responsibility ie revisw your
benefit confrac '

REGARDING DEDUCTISLE AND COJNSURANCEICO-PAYMENT OBLIGATIONS.

By law we are required io make reasonable efforis to collect deductibles and co-insuranice andlor co-payment cbigations. All co-insurance and/or
co-payments and deducibles are reguirsd to be paid under the terms of your coniract with your insurance carier. By law we are sesponsile to
atiempt collections of these amount once tey are identified to us on your explanation of benefits. It is the policy of His chinic o b@ &r =1l co-
insurance, co-payment 2nd deduciible amounts. If you have difficulty messing your fulf responsibility under ihe fenms of your msuranes confract,
please contast & member of aur Biliing s&F so that financial arangements for payment can bs made.

USUAL AND CUSTOMARY FEES
Our practics is commitiad o providing e best reatment for our pafients and we charge what Is usual and customary for our area. Our f&=s an
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generally considered o 2l within the zocepiable range by most companiss and the chargs for each servics is detefmined based on His relsfv
value (RVU} of fhe service s publishied by e Center for Medicare/Medicaid Services {CHS) formerly knovwn as HCFA. Hot all cariers uiiiiz
CMS RVU's wizen defermining felr 2fowances for 2 service. Many camiers-implement an arbilrary schedule of effowsness, Nothwisiznging an)
conraciual grovision fo fis conrary beween Hhis clinic and your health insurance carrier, this cfinic will accspt your eamier's allowancs as you
payment as &t providsd $hat you mest any co-insurance, co-payment andior deductibe ebfigaiion assigned by your camier within 60 days ef e
date of e £08. This siziement doss mean iat we accept the carrier's payment as payment in full. Your carrier generally only pays z posion or
percentage of ihe aflowsd fee for a parfieuisr service in accordance wilh the terms of your benefit plan. Deduciible, co-insurance andfor co-
DayMEent SActES 258 your responsibifity. '

NON-COVERED SERVICES
Your Fresiment mey invoive services ihat are not coversd under your hesfih benefit plan. You hava the right to seny recsipt of these s

iect “72 any of &ll services recemmsnced, you will be fully resporsible for payment of thess services. We maks every attempi o v
2 bensat plan. As the information we receive is not a guaranies G coverags or banfits, we capnct bs
dity of the information suppfisd lo us by your carvier. You are responsiis io verily your coverage fimfizions based ca veus
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responsible for full peymeat =i fime of service unless we are accepting assignment for insurance. In s case, we recommend
1 make some payment foward your cbfigafion sach Visi As deiafled above you agres o be responsible for alt co-insurance, CO-DEyment,

4z and non-covered services as defernmined by your insurance camier. For pafiens without insurance eoverags, you acree io ks
responsie ia fuft for all services provided in scoordance with our negotizied fee schedule. in order fo avold fees for production of statermsnis in
ths svent we hiave o bill you for unpaid balences, we offer the opfian of bifing your remaining baiance o your credit card providsd hat you provine
i n and authorization for ered card billing.
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AiNOR PATIERTS - .
he adult scocmpanying a minor and the . me (oF guardians of the minor) are responsible fo v, ent For unaccompanied minofs, nom-
imergency treatment will be denied unlsss patient responsibiity has been pre-authorized o an approved credi plan, VisaiMaste Card, of payment
iy cash or check at ime of service hias been verffied in advance of freatment.
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shy given by the undersigned ¥ Hie Doetors of Cecll Chiropractic and whomaver they designate © eat the minor patient. &
\sire below that | am the minor palent’s lagal guardian.

WISSED APPOINTHENTS ) :

& halp us serve you betisr by keeping scheduled appointments. Furiher, understand that pon-compliance with your ordered ireaiment plan
nsgaie our ability {o represent your services as medically necessary fo yeur insurance caitier. This i3 to remind you that in order for the
fices performed in this clinic to be biled fo your insurance carrier, fhiose services must be considered 1o be medieally necessary. Fart of
3y He medical necessity requirsmeni & for his chinic develop a freaiment program fhat i orfented ivward improving your el of
unctionality & your maximum potential. Our ability fo assist you wifh meefing these goals is based on your commiiment & your ordered ireaimeni
program. Hon-comolizrce with your freatment plan vl interfere with our abiliiy 1o make the progress that is required by your carier 1o establisi
the medical necsssity of e services such that they become covered by your insurance plas. I you are non-compliant with your ordered ireaftment
elan you will be discharged fom that plan. Fhisis the case, you wll be offered mainteriance freatment on a scheduts that you can getermine.
This tvps of realment; howsver, is hot generally a covered benefit umdsr most insurznes plans and fhis clinic @l not bilt fhese sendces o your

caviar. The burden of payment for &is type of raaiment will be your responsibiity.
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FINANCIAL ARRANGEMENTS

Where necessary based on your financial circimnstancas, we wilt pemmit you to make payment amangements that will permii you to meet the

obligations deizfisd in your insurance benefit coniract and s policy. Skict adherence fo the financial arangemenis you make is required. You

st relay any changes you may require fo your previously agreed financial asrangemenis 1o our financial depariment immediaiely. Past due

haizncas that cannot be handled in house wit be referred to ouiside collecfion agencies or io Figation for coflecfion. ¥Where this is necessary, you
r=2 1o be addiionally responsible for any costs and alomeys’ izes related bo ihe coffecion of unpaid amounis plus inisrest at the rale of isn

ag
percent {10%) per annum for each day payment is more than 30 days overdue.

redit Card Accowuni o B8 for Deductible, Co-Insurance, Co-Payment or Non-Covered Services:

¥ . EXP
Credit Card Number

I have rad and agres o these cfinic poficies and authorize Hhis clinic o Bl my credit card as detailed above or where no credit gard information is
evident, agree i complete a fnancial agreement related fo service received but not pafd for in Rill by my insurance beneiit plan.

: . Date
ol [ 22 3 P e
Signaiurs of Pasisat of Responsible PariyfGuardian

x , Datg
Signiature of Stail Wiiness

RELEASE OF INFORMATION — HIPAA PRIVACY ) _

Tris elinic is concsrmed about the prvacy of your individuzalty identiiable hesih information and has enacied policies and pracedures to proeet
your grivacy as required by the Health Insurance Porisbility and Accouniability Act of 1986. A notice of ihis clinic’s privacy practices is posted in e
dinic of cen be ohisined from 2 staif member.

EALTH inFoRMATION,

i ecknowledge ihat | have received the Notice of Privacy Praclices For. PROTECTED i
* i

Dists: MName of Patie..

Print Name

o~

Signaturs of Patient/Personal Represeniaiive

of distribution is not permitied; iniernat use germitted
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