INSURANCE ASSIGNMENT AGREEMENT

This office is pleased to accept your case on an insurance assignment basis as soon as your insurance company or responsible party verifies your coverage. We will file your claim forms to assist you in every way we can for reimbursement.

However, it must be understood that insurance contracts are between you, the patient, and your insurance company; you are responsible for any amount not paid by your insurance company.

In accepting your insurance on assignment we are extending you credit.  This courtesy may be withdrawn if circumstances below warrant it.  All the numbers below are applicable to your agreement except any with unfilled blanks.

1. If you choose to cease or dismiss yourself from care without the doctor’s authorization, the balance of your account is due and payable in full at time of your discontinuance even if your insurance has been filed.  If and when your insurance pays, the remainder will be credited/refunded once you have a zero balance.

2. Your insurance should pay within 30 days.  If your insurance has not paid within 60 days, then you are required to pay the balance due.  You will be reimbursed by your insurance company if and when it pays.

3. We will continue to bill your insurance on 30 day cycles as long as you are receiving active chiropractic care in this office.

4. You are required to pay __________ % or $ __________ to cover your co-pay/deductible until the first insurance check is received.  This option may be changed depending upon insurance payment.  Deductibles must be confirmed and satisfied prior to assignment being enacted.

5. Your insurance contract states you have a maximum yearly benefit of $ __________.  Once you have reached your limit of $ __________, you will be required to pay for care.

6. You are required to sign “ Authorization and Assignment for Direct Payment” as well as other documents required by your insurance company or this office.

7. Our office does not guarantee that your insurance will pay.  We will make every attempt to obtain verification of your policy coverage.  However, if for any reason, your insurance claim is denied, you are responsible for the full amount of your bill.

8. Our office will not enter into a dispute with your insurance company over your claim.  This is your responsibility and obligation.

9. Any special arrangement regarding finances must be signed by the doctor and patient and/or their representatives.

10.You may place a credit card on file.  If there are any extraneous charges, we will process a one time/monthly charge of _____________________________. I  authorize Frederick Chiropractic Clinic to charge my visa/mastercard/discover/American express, card number________________________________expiration date____________________ for any fees not collected in a timely fashion. Name______________________________________Signature________________________________Date_______________________________________



                #0220801
