CHIROPRACTIC & SPORTS INJURY CENTER OF JACKSON HOLE

Payment/Insurance Policies

Most people have health insurance, but benefits and limitations vary. If your health insurance COVERS chiropractic, your deductible has been MET and they honor assignment, we will accept by contract, payment from them, and will bill you for the co-pay. Any non-covered services are your responsibility and payment is required AT THE TIME service is provided. We will accept by contract payment directly from your insurance company with the following provisions :

1. The patient authorizes notice to the insurance company of assignment below.

2. If the insurance company pays you directly, you have 10 days to provide us with the explanation of benefits and the check from the insurance company.

3. The patient agrees to cooperate in providing information to C.S.C. Dr.’s and staff.

4. We reserve the right to terminate this plan upon written notice to the patient.

Notice to The Insurance Company of Assignment

You are instructed to pay the clinic directly, at the address on the claim form, for all professional services. This 

instruction to you is an assignment of my rights, to the extent of the bills. Any sum of money paid under this 

assignment shall be credited to my account. This assignment is subject to the financial arrangements with the 

clinic as set forth above.

In the event you make payment to me, please add the clinic’s name to all checks. I agree to immediately remit all                       

such payments to the clinic.

I hereby authorize the clinic listed above to furnish you any information in its possession regarding my physical 

condition . I authorize the insurance company to provide the clinic with any information regarding the processing

 and payment of my insurance claim.

OTHER POLICES 

In the absence/cancellation/denial of OR by the insurance company, the patient is responsible for the account. 

Accounts PAST DUE over 90 DAYS will be sent to outside COLLECTIONS. In addition to any unpaid portion of 

the account, the patient is responsible for collection fees and interest charges on the past due amount.

FINANCE CHARGES:
1. I may pay the balance in full within 30 days of the closing day of the statement and there will be no FIANANCE CHARGE.

2. FINANACE CHARGE will be calculated each month on the amount of the unpaid (referred to as pervious balance) after deducting payments or credits and before adding new purchases:

FINANCE CHARGE will be calculated at the rate of 1.75% per month (ANNUAL PERCENTAGE RATE 21%). These charges do not exceed those permitted by law, but are subject to change if permitted by law.  The total balance due may be paid at any time without penalty or additional FINANCE CHARGE.

I give permission to this office, its services providers, collection agencies, successors and assigns to dial/leave a message (including auto dialed calls/automated messages) on the any phone number/voicemail of any phone number (including cell phones) provided by or otherwise owned by me or my spouse which may be include the name of the company dialing the call.
I give permission to this office, its service providers, collection agencies, successors and assigns to communicate with me by email at any email address provided by me or my spouse regarding services provided and my financial obligations regarding those services.
APPOINTMENT CANCELLATION POLICY

We require a minimum of 24 hour advanced notice of cancellation of a scheduled appointment. 

Monday appointments must be cancelled by noon on the previous Friday.  

Emergencies that require canceling a scheduled appointment will be handled case to case.

Cancellation charges will be $50.00 for each ½ scheduled and not billable to insurance.

I HAVE READ ALL POLICIES ABOVE AND ACKNOWLEDGE MY UNDERSTANDING OF
THE ABOVE POLICIES AND RECEIPT OF A COPY OF THIS FORM:

Signature___________________________________________________Date____/____/_____
