










ALTERNATIVE HEALTH CLINIC: FINANCIAL AND OFFICE POLICY 

Thank you for choosing us as your health care provider.  We are committed to bringing you the highest level of 
professional service. The following is our financial and office policy. By being clear now and taking care of 
administrative needs, we hope to avoid any unstated assumptions later on, which can interfere with the 
treatment process. 

Since we offer a wide range of services, when scheduling an appointment, please request the type of service 
you desire so as to block off the appropriate amount of time: Nutrition only, Adjustment only, or both Nutrition 
and Adjustment. Each treatment is allotted a set of time and we wish to be respectful of your busy schedule and 
avoid wait times. If you think you will need more time than what is scheduled due to a sickness or new injury, 
please call ahead to let us know and we will do everything possible to address your needs. 

CANCELLATION OF AN APPOINTMENT REQUIRES A 48-HOUR NOTIFICATION. For an appointment 
following a holiday or on a Monday, notice must be given on the last business day prior to the appointment. 
I UNDERSTAND THAT ALL APPOINTMENTS CANCELLED LESS THAN 48-HOURS IN ADVANCE AND 
NO-SHOWS WILL BE CHARGED $108. 

FEES: Fees for exams and nutritional testing are based on time, anywhere from 5 minutes to 60 minutes. 
Each of the following services is charged at an hourly rate: 

1) Oral or written reports
2) Phone consultations, phone calls made by you to the doctor or the doctor on your behalf
3) Faxing and copying information on your behalf
4) Reading/researching materials sent to the doctor for review
5) Any other services performed by the doctor on your behalf

Nutritional Supplements are not returnable. They are temperature sensitive and therefore the potency can be 
changed or altered if left in a hot/freezing car. 
Parking: please park in our driveway. If your car has an oil leak, please park directly in front of the house on the 
same side. 

I understand and agree that health and accident insurance policies are an arrangement between an insurance 
carrier and me. Furthermore, I understand that if the Doctor’s office prepares any necessary reports and forms 
to assist me in making collection from the insurance company, that I will be charged appropriately, and that any 
amount authorized to be paid directly to the Doctor’s office (such as auto accident insurance check) will be 
credited to my account on receipt. 
Personal Injury Patients:  Payment for your initial treatment(s) will be expected at the time of service.  Once auto 
insurance coverage is verified, we will submit claims on your behalf. Upon completion of treatment or end of 
insurance benefits, any credit on your account will be reimbursed or added to any balance owed or continued 
maintenance care. You are responsible for all services not covered or paid on a claim submitted to the 
insurance company. 

I clearly understand and agree that all services rendered me are charged directly to me and that I am personally 
responsible for payment. PAYMENT IS DUE AT TIME SERVICE IS RENDERED UNLESS ARRANGEMENTS 
ARE MADE PRIOR TO APPOINTMENT DAY.  We accept cash, checks, MC, Visa, American Express, and 
Discover cards. A charge of $22 will be added for any check returned by the bank as un-payable.  All debt must 
be discharged before another appointment will be scheduled. 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. Any 
balance beyond 7 days is considered past due and subject to a billing fee of $5.00 per week to be added to my 
bill until my account is current. 

I acknowledge that should I not pay this account, it will automatically be turned over to a collection agency 3 
months from the due date. I will be liable for any collection fee charged by the agency plus any other collection 
costs and any reasonable attorney fees and court costs. Further, I understand that interest will be assessed at 
the rate of 18% per annum on all outstanding balances. 

By signing this form, I acknowledge that I have read, understand and agree to the above policy. 

Patient’s Signature:        Date:  
Person responsible for the service fees, please sign (Parent’s signature if patient under 18 years old) 
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