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Financial Policy
I understand that I am ultimately responsible for payment for services received from Roberts Family Chiropractic Center (RFCC) regardless of insurance coverage. RFCC will submit claims for reimbursement to  my insurance carrier; however, payment in full is ultimately my responsibility. 

Initial payments may be expected at the time of service. These payments may be for a co-insurance, co-payment, deductible or an existing balance. Again, payment may be required if it is determined that today’s visit may not be reimbursed/ covered by my insurance carrier or my deductible has not been met.

I understand RFCC may deny me service and/or charge for service fee for failure to pay a co-payment at the time of service. 

It is my responsibility to provide my current address, telephone number, email address, and insurance information at each visit.
I can avoid interest charges by paying my bill immediately, if required, or by its due date. 

I understand that I will be responsible for paying any interest fees, collection costs, attorney, and court costs that we may incur to settle my account up the maximum of 33.3% of the balance in the event that my account is referred to a collection agency.

I hereby assign to RFCC all my interest to medical reimbursement benefits under my insurance policy. Furthermore, I attest that I have provided accurate and reliable insurance information to RFCC. And, regardless of insurance coverage, I acknowledge that I am financially responsible for all services provided to me by RFCC.
For self-pay patients, you will be responsible for payment of all services in full. Payment is expected at the time of services unless mutually agreed upon payment arrangements have been made with RFCC prior to your appointment. You will also be responsible for any additional charges depending on the complexity of the complaint and any procedures or x-rays which may be done at time of service. 
Patient’s Name:_______________________________ Date of Birth:________________

Patient’s signature:_____________________________Date:_______________________

