
Payment Policy 
 

As part of our commitment to offer excellent chiropractic and professional care to you and your 

family, we would like to present our office payment policy in order to minimize 

misunderstandings about fees. We ask for payment at the time of service. This includes payment 

for office visits such as co-pays, deductibles, non-covered services and services performed as a 

self-pay patient. We require payment at the time of check-out. Our office sends out statements 

every 30 days, usually occurring on the 13th-16th of each month.  

 

This policy is offered in an attempt to develop and sustain a continued professional and pleasant 

relationship. Your cooperation is greatly appreciated! 

 

There will be a 10% fee added to any balance after 60 days of non-payment, after 90 days 

of non-payment you will be sent to collections and an additional 10% fee will be added.  

Your prompt payment is appreciated! 

 
We file all applicable office charges with your insurance carrier(s). However, you are ultimately responsible for all charges. We advise that you 

familiarize yourself with the benefits of your plan. Prior to any visit, we will assist you in determining your portion of the bill. Please note that 
insurance is due to change at any time. This usually includes any un-met deductible, co-payment and co-insurance which are to be paid at time of 

service. We accept Cash, Checks, Master Card, Visa, American Express or Discover. 

 

 

Cancellation Policy:  
Cancellations must be made within 24 business hours to avoid occurring a $10.00 late fee.   

Cancellation fees are as follows:  

Same Day Adjustments: $10.00  

No Show/No Call: $20.00  

Same Day Massage: $20.00  

No Show/No Call: $40.00.   

Multiple rescheduling (after 3 times) will result in a fee: 

Adjustments: $10.00 and Massage: $20.00.  

 

Attestation Statement: I have read, understand, and agree to the above Chiro Effect Payment Policy. I understand 

that charges not covered by my insurance company, as well as applicable copayments and deductibles, are my 

responsibility. I acknowledge that these policies do not obligate Chiro Effect to extend credit. I authorize my 

insurance benefits be paid directly to Chiro Effect. I authorize Chiro Effect to release pertinent medical information 

to my insurance company when requested, or to facilitate payment of a claim. 

 

 

__________________________________     
Patient Name (Print) 

 

__________________________________     _________ 
Patient Signature                                                                Date 

 

_________________________________     ___________________ 
Patient Representative/Legal Guardian (Print)               Relationship 

 

_________________________________     __________ 
Signature of Patient Representative/Legal Guardian      Date 

 


