
 

 

 

Acknowledgment of clinic policies 

 

 

 

Are any of the conditions you are seeking treatment for related to a motor vehicle accident or injury on the 
job?  

[  ] Yes   [  ] No    If Yes, please explain: 
 
If Yes, please explain:______________________________________________________________________________ 

 

__________________________________________________________________________________________

In the event of a settlement case for a motor vehicle accident or worker compensation claim, I understand that the fees for 
services rendered are non-negotiable and will not be discounted for any reason.  Payment is expected within 6 months of 
the time the case has been closed by the doctor.  If no settlement agreement has been reached in that time frame, some 
form of monthly payment (amount to be set by the office) will be expected until settlement has been reached and balance 
can be paid in full. (this section may not apply to you) 

 

I understand that Virginia St. Chiropractic will prepare any necessary reports and forms to assist me in making collection 
from the insurance company and that any amount authorized to be paid directly to this office will be credited to my account 
upon receipt.    
 

I understand that I am personally responsible for any services not covered by my insurance company. I also understand 
that if I suspend or terminate my care and treatment, any fees for professional services rendered me will be immediately 
due and payable. I understand that if any unpaid balance is assigned to a third party collection agency for collection or 
placed with an attorney to obtain judgment or otherwise satisfy payment of my account, a collection fee of 33.33% will be 
added to my account. I agree to pay that fee. I also agree to pay reasonable attorney fees and court costs. I agree that by 
providing a cell phone number I am providing my consent to have you or your agents call me at that number and any 
number to which it forwards from this date forward. I agree that this statement applies to all current and future claims.  
 

Any concerns about billing procedures or fees for services must be brought to the attention of the office manager within 
60 days of the first date of care.  After that point, it is implied that you have accepted and agreed to the fees, terms and 
conditions set forth by office policy.   
 

A $25 fee for a 30 min appointment or a $30 fee for a 60 min appointment will be charged to cancel or miss a 
muscle therapy appointment with less than 24 hour notice.  No-Show/less than 24 hour notice more than 3 times will 
require prepayment at the time of scheduling for any future Muscle Therapy appointments.  
 

I have been given the office Financial Terms and Conditions for my records. ____________ initials 
 

Patient’s name: ___________________________________________ 
 
Parent or Guardian’s name:________________________________________________ 
 
Parent/ Guardian Signature: _______________________________ Date: ____________________ 
 


