: 3'3;:The accompanymg brochure descnbeq our pracnce and “{he 1nsert prowdes fhe cos;s for'some

1. A$50.00 - $100.00 deposit or your copayment, is required at the time of the first visit depending upon insurance coverage. Copayments are
always due at the time of each visit.

2. Balances not covered by insurance are due within 30 days of the initial billing unless satisfactory arrangements have been made with our

credit department.

3. Balances covered by insurance are due within 60 days of the date of service, whether or not the claim is pending, unless satisfactory arrange-

ments have been made with our credit department.

4. Credit beyond $500.00 at 60 days from date of service is subject to approval by the credit department.

5. A finance charge of 1.5% per month (18% per annum) will be charged on all balances on our books over 30 days.

6. Budget plans are available through our credit department; payments may be scheduled over a maximum of twelve (12) months.

7. The parent or guardian who registers a minor child is ultimately responsible for the payment of the charges incurred at this facility regardless

of circumstances involving divorce, custody, étc.

8. Foryour convenience, we bill Primary and Secondary Insurance; however, you are responsible for the payment of your balance in a timely
fashion regardless of discrepancies and/or disputes with your insurance carrier.

9. Persistently delinquent accounts will be referred to an independent collection agency or small claims court, in which case you will assume
the fusll responsibility for collection costs, including any attorney and/cr court fees.

I have read and I understand the above credit policy and payment information.

(Parent or guardian must sign for minor children)

Signature

Date / /

PLEASE SELECT ONE OF THE F GLLOWING PAYMENT OPTIONS:

FOR THOSE WITH NO INSURANCE COVERAGE:

|:| 1. Iwould prefer to pay the balance in full on the date of service.

DCash/Che'ck
DMastercard/V ISA

I:l 2. Pleasesend abill forthe balance over and above the $100.00
deposit. I will pay the balance in full within 30 days.

i

|:| 3. Iwouldliketosetupaschedule ofmonthly payments for the
balance over and above the $100.00 deposit, not to exceed
12 months.

Signature Date / /

FOR THOSE WITH INSURANCE COVERAGE:

Please indicate your preference for payment of your copayment OR
$50.00 - $100.00 deposit at the time of service:

Cash/Check

Mastercard/VIS A/Discover

r:l Copayment §

My insurance pays at: %
My annual deductible s: $ per person
Has your annuat deductible been met?

D Yes ﬂ_ Ne J:L Not Sure

My insurance will pay within 60 days from date of service. 1 understand
I am responsible for any balance not covered by my insurance. I will
take care of that balance by:

I:l Cash/Check or Mastercard/VISA at the time of service

|:| Bill me; I will pay in fufl within the first 30 days of my
statement

I will contact the Credit Department to arrange a payment
schedule. 541-485-5652

I:l YES, my insurance requires either precertification or a referral
for specialty services.

NO, my insurance DOES NOT require either a precertification
or referral for specialty services.

Signature Date / /
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