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Financial Policy 
Healthcare Wellness Center is committed to providing you with the best possible care and service. We are pleased to discuss our professional fees with you and answer any questions regarding your financial responsibility. Your clear understanding of our Financial Policy is important to our professional relationship. 
 Registration Forms: Patients must complete all information/registration forms prior to seeing the Therapist. A copy of your insurance card (s) and photo ID will be scanned for your chart. 
 Copayments: By law we are required to collect our carrier designated co-pay at the time of service. Please be prepared to pay your co-pay at each visit. For your convenience, we accept MasterCard, Visa, American Express, Discover and cash or checks. 
 Non - Copay Plans: If your insurance plan does not require co-pay, you will be responsible for any deductible, coinsurance and balance your plan does not cover as indicated on the EOB 
     (Explanation of Benefits).  
Out of Network:  If your insurance plan is out of network with our office, you are responsible for bringing in the checks and EOB (Explanation of Benefits) mailed to you by the insurance carrier as payment of services rendered by the Acupuncturist.
 Referrals: If your plan requires a referral from your Primary Care Physician, it is your responsibility to obtain it prior to your scheduled appointment. If you do not have a valid referral with you or on file, you will be required to reschedule your appointment. 
 Insurance: As a courtesy, we will verify your insurance; however it is your responsibility to know your coverage. If for any reason your insurance company should refuse payment of the bill, you are responsible for payment at the office rate. Should your insurance change, please immediately notify us immediately. 
 No Show Fee: There will be a $25.00 No Show Fee charge for any appointments that are not cancelled. We ask that you give us the courtesy of a phone call if you cannot make a previously scheduled appointment. 
 Self-Pay: Payment is due at time of treatment. Any unpaid balances are your responsibility.  
Thank you for taking the time to review our policies. Please sign below to acknowledge agreement of our policy. 
 
 
Signature: __________________________________________Date_________________ 
