PAYMENT POLICY
If your insurance policy provides for chiropractic services, this is our payment plan.

LIMITED ASSIGNEMENT: We will submit a bill for services to your insurance company and wait for payment directly from them.  This can take anywhere from 30 to 90 days.  If you have a deductible, you will be responsible for any amount that you have not met to date.  We will send you a statement at the beginning of the month that will include the portion you owe.  Any unpaid balances are due on the 15th of the month.  Copays are due at time of service or a $10.00 surcharge will be added.
If you require services that are not covered by your insurance company, you will be expected to pay for those services.  (Prices are available before the service is performed.)  If you require an appointment after hours, there is a $50.00 emergency charge that is not covered by your insurance company.  Payment is expected at the time of service.
Please note that your insurance coverage is a contract between you and your insurance company and that you are ultimately responsible for your bills at Langford Chiropractic.  It is therefore important that you contact your insurance company to know your specific chiropractic benefits.

Any charges not paid are considered delinquent.  Delinquent charges will be assessed an interest rate of (10%) ten percent monthly.  In the event that an account becomes delinquent in excess of three months, collective action will take place.  A fee of $20.00 will be charged for any returned checks.

NO SHOW POLICY
We expect a phone call if you are unable to keep your appointment.  If we do not hear from you by the time of your appointment, you will be charged a fee of $20.00 for the missed appointment.

Thank you for your consideration and understanding.  We hope that this explanation will answer your questions and clarify our policy.  Feel free to ask us any questions regarding the above payment policy.

I have read the above payment policy and understand the terms of payment for this office.

____________________________________________
_______________________

Patient or Guardian Signature



            Date
