FINANCIAL DISCLOSURE

Exhausted Benefits:

I, the undersigned acknowledge that I have been advised that 

_If_ my health benefits have been exhausted, or

_If_ the recommended services are not covered by the plan.
I agree to be personally responsible for any and all additional services provided on or after the date below.

Elective Care:

I, the undersigned acknowledge that I have been advised that electively portions of my health care will not be covered under the terms of my health plan
.

I agree to be personally responsible for any elective services. I have further been informed that the fee for a routine office visits will be $ 50.00.

Supplies and Durable Medical Equipment
I , the undersigned acknowledge that I have been advised that certain items including, supports, ice packs, supplements, heel lifts, lumbar or cervical pillows may not be covered under the terms of my health plan. I agree to be personally responsible for these items.

I understand and agree that health and accident insurance companies are an agreement between my insurance carrier and my-self. Furthermore, I understand that this chiropractic office will prepare any necessary reports and forms to assist me in making collections from the insurance company. I also understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment. I also hereby give permission to the doctor to release any information requested by my insurance company acquired in the course of examination and treatment.

Signature ______________________________________ Date ___________________
