FINANCIAL POLICY

The purpose of this policy is to assist you in maintaining a balance between the clinic (for services rendered) and your best interest.  Lovejoy Chiropractic feels that by maintaining an equitable balance, both communication and healing are furthered.  
Please read the following carefully and initial on the line next to the agreement that applies to you.

_____PRIVATE PAY I will pay for all services as they are rendered.
_____GROUP/HEALTH I would like to assign my benefits to your office and have you submit my insurance claims for me.  I will pay for initial services rendered and any co-payments for subsequent services.  If my deductible has not been met, I will pay the full amount until it is.  I understand that benefits quoted by my insurance are not a guarantee of payment.  Also, I understand that it is my responsibility to obtain a referral prior to services being rendered, if required by my insurance.

_____PPO/PREFERRED PROVIDER ORGANIZATION I belong to a PPO that your office participates with.  I understand that I am responsible for whatever co-payment, deductible, and non-covered services that my plan has set forth at the time the services are rendered.

· Full payment is required at the time of service for all co-payments, deductibles and services not covered by insurance.  We have a “time of service” discount for patients that pay the day services are rendered.  If you are unable to pay in full, you may choose to arrange a payment plan.  Please talk to one of our office staff during your visit or call us at 503-224-4804 to arrange a plan.  Payment plans may not be extended to patients who have failed to make timely payments in the past. 
· It is the responsibility of patients to keep their medical record update with current address and insurance information so that billing can be done in a timely manner.  Some insurance companies require claims be submitted within 30-60 days and if new insurance coverage is not provided prior to services, it will not be possible for us to bill or collect from your insurance carrier.  
· As courtesy to you, we will gladly submit your medical bills to your insurance company(ies); however, all services rendered by this office will be charged directly to you, and, ultimately, you will be responsible directly to Lovejoy Chiropractic for payment of your account if there is a problem with your insurance.
· If payment is not made within 60 days by your insurance company, Lovejoy Chiropractic will require payment from you.  Payments received from your insurance after you have paid will be promptly returned to you.
· Checks returned by your bank will be subject to a $25 service fee.

· Payments received from your insurance after you have paid will be promptly returned to you.  

· There will be a charge for all missed massage therapy appointments that have not been cancelled with at least 24 hours notice.  The fee will be for the time that is missed.
We welcome you to Lovejoy Chiropractic.  If you have any questions about your care don’t hesitate to ask.

By signing below, I certify that I understand and agree to the financial policy presented to me by Lovejoy Chiropractic Clinic.
Patient’s Name________________________Signature___________________________Date____________
LOVEJOY CHIROPRACTIC CLINIC

Gail F. Ott DC, PC

2230 NW Pettygrove Ste 110 Portland, OR  97210
Phone: 503-224-4804   Fax: 503-224-7391

email: lovejoychiro@gmail.com
