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ABSOLUTE HEALTH CHIROPRACTIC

Office Policies
Appointments: 

· Please sign in at the front desk when you arrive for your appointment.
· Patients are seen according to appointment time.  However, if you are late for your appointment, you could possibly forfeit the timeslot.  (Please refer to the Late Show policy).
· In order to help you stay on track with your treatment plan, and to minimize a break in your therapy, it is suggested that you make as many appointments as your schedule allows.  We want to help you secure the appropriate number of visits your treatment plan requires each week without interrupting your care.  
· We will confirm your appointment by text the night before, which will allow you to respond immediately if your appointment plans change.  If you are interested in receiving these text alerts, please provide our office with your cell phone number and wireless carrier’s name, and we will update your account to receive appointment alerts.  
Cell Phone #:_______________________________   Wireless Carrier: __________________________________
I authorize Absolute Health to send text messages and understand that, based on my plan, charges may be incurred from my Wireless Carrier.     

 Initial ________ Date________
Late Show:

· In order to be respectful of other patients, please adhere to your appointment time.  If you arrive later than your scheduled time, you may be asked to reschedule.  We will make every effort to honor your appointment, as our schedule allows, while being mindful not to disrupt ongoing patient appointments for the day.  

For existing patients
· Please arrive 5 minutes prior to the time of your regularly scheduled appointment.

· Please arrive 20 minutes prior to the time of your re-examination visit to complete necessary medical form(s).

For new patients
· Please arrive 20 minutes prior to the time of your appointment to complete New Patient forms.
I acknowledge the Late Show policy and I agree to adhere to the timing requirements noted above.  

Initial ________ Date________
Cancelling Appointments:

· To be considerate of the chiropractic needs of other patients, please be courteous and call our office when you are unable to make your appointment.  This allows us time to re-fill the slot by offering your cancelled appointment to a patient on our Wait List.  If it is necessary for you to cancel, we require no less than 24 hour notice.  For notice provided less than 24 hours, a regular office visit fee of $45 will be charged to you.  
I acknowledge the established policy for Cancelling Appointments and accept financial responsibility for the fee noted above.  I also understand this charge is not reimbursable through my medical insurance company.
Initial ________ Date ________ 
Financial Responsibility:
Payments
· Payment is required at time of service and before each treatment. 

· For your convenience, we provide multiple methods for payment: cash, checks, debit card, and all major credit cards are accepted. 
Insurance
· In-Network Benefits:  We will file claims directly to your medical insurance company.   If a balance remains on your account after payment from your insurance company is applied, an invoice will be mailed to you.  Payment is due upon receipt of invoice.  Please note:  As a courtesy to our patients, we verify benefits eligibility.  We cannot, however, be responsible for incorrect information provided to our office by your insurance company.  Therefore, services not covered by insurance, ultimately, is your responsibility. 
Authorization:

I hereby authorize payment of chiropractic benefits directly to Absolute Health Chiropractic.  Authorization is hereby granted to release information contained in my medical record to my medical insurance company (or its employees or agents) as may be necessary to process and complete my medical insurance claim, as well as approve chiropractic visits.   I understand that I am financially responsible for the total charges for services rendered, which may include services not covered by my insurance company(ies).  I agree that all charges are due upon request and are payable to Absolute Health Chiropractic, and I understand that future appointments may not be honored/scheduled while there is an outstanding balance, unless otherwise authorized by Absolute Health Chiropractic.   I further understand that should my account become delinquent, I will pay the reasonable attorney fees and/or collection expenses for Absolute Health Chiropractic, if applicable. The duration of this authorization is indefinite and continues until revoked in writing.  I understand that by NOT signing this release of information, I am responsible for payment of services in full before services are rendered.
Patient/Responsible Party Signature ______________________________ Date________

· Out-of-Network:  We will provide you with an itemized receipt for you to submit directly to your medical insurance company for claim processing.
Please Note:  Since you are the insured member, questions with respect to benefits received under your medical plan, or the processing of claims, should be directed to your medical insurance company. 
Office Notifications:  

· Our office periodically sends out notifications via email blasts as it relates to schedule changes, vacation periods, or upcoming events.  If you would like to be added to our email distribution list, please provide your email address.
Email: _______________________________________________
I agree with the terms outlined in this Office Policies document.

Patient/Responsible Party Signature______________________________ Date________

If you any have questions regarding our office policies, please notify us BEFORE you are seen by the doctor.
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