
 

 Financial Policy- Private Insurance 

 

1. For those patient who are covered by private insurance, it shall be your responsibility to confirm the 
specifics of your insurance coverage as this is not a responsibility of our office.  

2. Our clinic will be happy to bill directly to your insurance carrier provided that you are eligible for 
chiropractic care and the required medical services, and that we have your complete insurance information 
such as insurance company’s name, address, telephone number, policy/claim number, etc. You will have to 
pay on the first visit the yearly deductible and the appropriate insurance copayment, if applicable, as 
services is rendered.  

3. If your insurance company has not paid within 45 days after the billing date, our office reserves the right to 
bill the patient for the amount due. It shall be the patient’s responsibility to deal with their respective 
insurance company when there is a question of the incorrect fee payments or non-payment for services 
rendered.  

4. Accounts that are thirty (30) days past due are subject to a 1% finance charge per month, interests charge 
are payable on a monthly basis regardless of the type of the insurance coverage.  
 

Agreement of Insurance Benefits & Authorization for Release 
 

1. I agree and acknowledge that my signature on this document authorizes my physician to submit claims for 

payment of services rendered without obtaining my signature on each and every claim to be submitted for 

myself and/or dependants, and that I will be bound by this signature as though the undersigned had 

personally signed the particular claim. I, ____________________(Name of the 

Insured)/___________________(Policy number) hereby assign to and authorize 

_____________________(Name of Insurance Company) to pay by check make out and mail directly to: 

Active Spines, Inc. all benefits if any, otherwise payable to me under my current insurance policy, as 

payment toward the total charges for professional services rendered. This payment shall not exceed my 

indebtedness to above mentioned assignee and I have agree to pay in a current manner, any balance of  

professional service charges over and above this insurance payment. This assignment is effective for any/all 

treatments received by me during the applicable year in which treatment is received.  I also authorized 

Active Spines, Inc. to release any information required relating to all claims for benefits submitted on behalf 

of myself and/or dependant. 

2. I clearly understand the above policy and agree that I am financially responsible for payment of services 
rendered to me and if my account is sent to a collection agency. I am responsible for any attorney fees 
incurred.  

3. Our practice firmly believes in establishing excellent doctor/patient relationships, which are rooted in good 
communication and understanding.  Missed appointments hinder that relationship.  As a courtesy to Active 
Spines Chiropractic's patients and staff, please give 24-hour notice for all cancelled appointments if it is 

within your control. No show or no call will result in a $45.00 charge. We appreciate your 

consideration in this matter. 

 

Patient: ________________________                            Date: _________________________ 

Parent/Guardian: ______________________               Date: _________________________ 

Witness:_______________________                              Date:_________________________ 












