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.

_____AUTO/ PERSONAL INJURY I was involved in an automobile/ personal injury and would like to assign benefits to your office and have you submit all charges to the insurance company for me.  I will sign all liens necessary to protect your office.  I also understand that regardless of settlement, I am ultimately responsible for the entire balance of my account.  This includes but does not exclude attorney phone calls, and consult treatment plans, and changes for records released.
_____WORKERS’ COMPENSATION I was involved in an injury at work.  I will see to it that all appropriate paperwork is filed by me, to my employer (i.e., accident report, etc.).  The law requires that you notify your employer within 30 days of your injury.  If you do not report your injury to your employer, you will be responsible to pay for the services you receive.  I also understand that under Oregon State Law I can treat with a chiropractor for 30 days and after that I will need to see my primary care physician.

· 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) and/or your attorney; however, all services rendered by this office will be charged directly to you, and, ultimately, you will be responsible for payment for these bills regardless of any settlement you may or may not receive.

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

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: info@lovejoychiro.com
