 Office Fee Schedule


Service


     
         Insurance

                  Non-Insurance
Consultation




N/C



N/C

Initial Examination



$125



$100

Re-Examination



$75



$60

X-Rays (2 views)



$80-$150


$64-$120

Spinal Adjustment



$45-$65


$40

Extremity Adjustment



$40



$20

Financial Policy 

We are committed to providing you with the best chiropractic care possible in a caring environment and have established our financial policies to achieve that goal. You will be expected to pay for your chiropractic care at the time the service is rendered.  In effort to serve you best, we offer several different payment options to help reduce any financial burdens your condition may have caused.  Please select from the following options that best describes how you intend to pay for your care:

 3rd Party Insurance: Our office is happy to file your claim and accept payment from your insurance carrier as an Out of Network provider.  We will verify your benefits and coverage limits and report back to you on your second visit. With the variety of insurance plans please understand that having Chiropractic coverage is not a guarantee of payment by any insurance carrier.  You will ultimately be responsible for the cost of your care.  

 Non-Insurance: This option fits the majority of our practice members.  We have found with the rapid increase of 3rd party deductibles, co-pays, etc. that is more economical and less stressful to offer an administrative discount for all self-pay practice members.  
HIPPA Privacy

I give TEAM Chiropractic permission to use or disclose protected health information.  This information may be used to contact me with appointment reminders, holiday CARDS, TREATMENT OR OTHER HEALTH RELATED INFORMATION.  Team Chiropractic contact me and leave phone messages on my voicemail.

I understand that I will be receiving treatment in an open room where other patients are being treated.  I am aware tht it is possible for personal conversations to be overheard by other patients.  I understand I may request to speak to the doctor in a private room if needed.

This document does not expire, but I understand that I have the right to revoke it at any time.  This request must be placed in writing and submitted to our privacy officer and must include my name, social security number, date of birth and intent to revoke.

Informed Consent for Chiropractic Care

I have been advised that chiropractic care, like all forms of health care, holds certain risks. While the risk are most often very minimal, in rare cases complications such as sprain/strain injuries, irritation of a disc condition and minor fractures can occur. One of the rarest complications associated with chiropractic care, occurring at a rate between one instances per one million to one per two million, have been associated with chiropractic adjustments.   Prior to receiving chiropractic care from this office, a health history and physical examination will be completed.  These procedures are performed to assess your specific condition and your overall health.  These procedures will assist us in determining if chiropractic care is needed or if any other examinations, studies or referrals to other healthcare providers are needed.  All relevant findings will be reported to you along with a care plan prior to beginning care.  

I understand and agree to the Fee Schedule, Financial Policy, HIPPA Privacy and Informed Consent of TEAM Chiropractic. I authorize release of any information necessary to process my insurance claims and assign and request payment directly to my physicians.

_________________________________________

(Print name)

_________________________________________ 

_____/_____/__________
Signature






Date

