
PATIENT FINANCIAL AGREEMENT & ACKNOWLEDGEMENT OF OFFICE POLICIES 

 Boutin Chiropractic believes that part of good health care practice is to establish and communicate an 

office and financial policy to our patients. We are dedicated to providing the best possible care for you, 

and we want you to have a full understanding of our policies. 

1. PAYMENT is expected at the time of your visit. We accept cash, check, Visa, Mastercard, Discover, and 

Care Credit on select procedures. Payment will include any unmet deductible, co-insurance, co-payment 

amount, charges not covered by your insurance company. If you do not carry insurance payment in full 

is expected at the time of your visit. All non-filed services are expected to be paid at the time of service.  

2. INSURANCE: We are participating providers with most insurance plans. We will file all of the claims for 

these plans. Please remember that insurance is a contract between the patient and the insurance 

company and ultimately the patient is responsible for payment in full. As a courtesy to our patients, we 

will verify your insurance coverage, however, our verification is not a guarantee of benefits payable by 

your insurance. In order to bill your insurance and to meet filing guidelines we do ask for a copy of your 

insurance card and a photo ID.  

3. FORMS FEES: a. Medical record copies – Medical record copy requests made by the patient for their 

personal use, for an insurance company, an attorney, etc., will incur a copying fee, as directed by the 

state statute and are as follows, following the completion of a release of medical records form: $25.00 

for the first 20 pages $.15 per page for additional pages over 20 $25.00 for Billing Records. There is no 

charge for records being released to another physician 

 4. RESPONSIBILITY FOR PAYMENT: I understand that I, personally, am financially responsible to Boutin 

Chiropractic for charges not covered by the assignment of insurance benefits and all non-covered 

charges 

5. AUTHORIZATION & ASSIGNMENT OF INSURANCE BENEFITS: I hereby authorize Boutin Chiropractic to 

furnish information to insurance carriers concerning my illness and treatments and I hereby assign to 

Boutin Chiropractic all payments otherwise payable to me for Boutin Chiropractic services. 

6. CONSENT AND DISCLOSURES: I voluntarily consent to medical treatment for myself and/or my 

dependents.  

7. RELEASE OF INFORMATION: I hereby authorize and direct Boutin Chiropractic to release (verbally or in 

writing) confidential medical information to any person, entity, government agencies, insurance carriers, 

or others who are financially liable to Boutin Chiropractic for charges for medical treatment, and for 

quality management, utilization review, transfer of medical care, and follow up purposes. I understand 

that a copy of this document may be used with the same effectiveness as an original.  

8. SELF PAY PATIENTS WHO ARE INSURED: Self-pay patients will be identified when they make the initial 

contact with the office and will be defined as a patient who  has no health insurance  does not claim 

third party liability for the patient’s health care treatment  is not eligible for worker’s compensation 



coverage; and  has no other responsible party covering the expenses associated with the care received. 

Self-pay patients will be required to pay our cash patient fee at the time of service. 

9. BILLING AND COLLECTION FEES Boutin Chiropractic will submit a claim for payment to your insurance 

company. In the event your insurance carrier/company denies the services provided, you will be 

responsible for the payment in full. We appreciate prompt payment in full for any outstanding balance. 

If your account is turned over to our collection agency, you agree to pay an additional $50.00 fee to 

cover the fees imposed to Boutin Chiropractic by the collection agency in order to collect the 

outstanding balance.  

10. DIVORCED PARENTS OF PATIENTS: By signing below, the adult who signs in a minor child to our 

practice on the day of service accepts full responsibility for payment. It is not our policy to send bills or 

records to the other parent/guardian for issue of payment or communication. We will communicate 

about treatment and payment with the parent present at the time of visit. Parents are responsible 

between themselves to communicate with each other about the treatment and payment issues.  

 I have read and understand the practice’s office and financial policies and I agree to be bound by its 

terms. I also understand and agree that such terms may be amended by the practice at any time. 

Signature of Patient/Guarantor, if applicable Date Disclaimer: Boutin Chiropractic does not consider an 

individual seeking treatment to be a patient until a preliminary assessment is completed and the 

individual has been notified that he or she has been accepted as a patient; simply making an 

appointment does not automatically initiate doctor-patient relationship. 

 

Patient/Guardian_______________________________________________________Date___________ 


