BALANCE

CHROFLACTIC CLINICS (20813444460

Our experience has shown that it is wise to have an understanding with our
patients as o our office policies and fees, Therefore, this form has been prepared for your convenience and
informatian, We offer several methods of payment for vour Chiropractic care at our office and you may
¢hoose the plan that you prefer. This information will enable us to hetter serve vou and help to avoid
misunderstandings in the future. Cur main concern is your health and wellbeing. We will do our best to

help vou,

Professional Fee Statement:

Consultstion and OrthopedicMeurological Exam/EMG - 5190
Routing X-Kay Series (Cervieal and Lumber) §160
X-Ray per Area (fwo x-rays) R0
Basic Office Visit (Adjustment) = ' $M -S110
Medicare Fligible Basie OfMice Visit -5 ) X35 - 5L10
Relabilltation Procedures, 520 - $45 each
Mussnge_ 455 - $87 50 per howr
House Calls, After Hours or Emergency _ £50 - 3100

Rudiographs or X-rays will be recommended 1o eveluute architectural asymmetrics, spinal kubluxations,
phuse ol hyperirophic degenerative osteonrthrosis and w0 rule-uul contruindications to treatment such s

pathalogles.

IMPORTANT: All patients, with or without Insurance, are respunsible for full payment of the Birst visil,
nnless other urrangementy huve been maode in advanee,

Poday's puvment will be moade by (plesse cirele one) cash cheek eredit card
[ Please eheek this box i vou require or would ke information on our finaneial needs program,

Insuranee: Plesse let the front desk know if you have imsurance or i have been Invelved in some type of
acgident or imjury. This will enable them 10 give you the complete forms for informutivn necessary 1o serve
you completely and socurstely,

Agreement: My signature below signifies my agreement Lo pay in full on a cash hasis il | hove no
insurance. I my provider is not a provider of services for my insurance company or iF | have nol pluwdn'-.t
the clinke with-all necessary documents and information by the time of my second visit, | agree to pay in full
on o cash busis,

| have read end agree Lo the above fee statement,

[JETitn:‘a Sipgnature) {l:r_m:}

Authorization: In addition, if applicable, this authorzes my provider of medical services, including bug not
limited to; physicians, hospitals, therapists, chiropractors 1o disclose and fumish all types of medical
informution pertaining 1 my condition wnd o their cure end treatment of me, including charges for the
purpese of this authorization; | authorize the medicul personnel 1o amain, release und provide cupies of the
requested inforrmution for the financial settlement, referral of, weatment, processing claims, evaluarion of,
settling or litigation of my casefcondition. This suthorization shall remain valid unless [ choose ra revoke i
carlier in writing,

My sienature below specifically sllows the release of medica! records (il signing as parent/guardian. please
indicate) for purposes ol account collection/patient referml.

{Putient's Signature) {Print Name) {Date)

{Date ol Birth) \ (Social Sec Ha)



