[image: image1.jpg]THREE KINGS CHIROPRACTIC
guiding others to a healthier life





Payment Policy 
We strive to provide the highest quality healthcare while maintaining affordability. We unfortunately do not accept assignment from all insurance companies.  If you have any questions or concerns please feel free to ask.

Please initial:

_______ Full payment at time of service. Cash and/or check accepted.  Cash ___________ Ck # ____________
As a courtesy TKC will submit your receipt to your insurance company for reimbursement or application to any deductible. This is NOT a superbill for Medicare!
_______ Bill to Cigna Open Access Plus, First Health Co-payment due at time of service.

I have read, understand and agree to the payment policy of Three Kings Chiropractic. I understand that I am responsible for all costs of my chiropractic care and have selected the payment plan initialed above I also understand that if I suspend or terminate my schedule of care as determined by my treating doctor, any fees for professional services will be immediately due and payable. I understand all balances are due after services rendered.  I understand and agree to allow this chiropractic office to use their Patient Health Information (PHI) for the purpose of treatment, payment, healthcare operations and coordination of care.

Print Patient Name: ___________________________________________ 
Patient or Guardian’s Signature__________________________________
Date_______________________________________________________
_________________________office use only___________________________________
Dx Codes:  1)___________  2)____________3)___________4)__________5)_________
Services and fees:
Units
​​___(  )  () Focused Exam​​     () ___EP


  


$70.00

___(  )  () Expanded Exam  () ___EP





$90.00

___(  )  () Spinal adjustment (1-2 regions)




$35.00

___(  )  () Spinal adjustment (3-4 regions)




$55.00

___(  )  () Spinal adjustment (5 regions)




$75.00

___(  )  () Cranial/CMRT adjustment





$65.00

___(  )  () Extraspinal adjustment





$45.00

___(  )  () Nutritional Exam






$35.00

___(  )  () Neuromuscular Reeducation/Therapeutic Stretching

$45.00

___(  )  () Gait Training






$45.00
___(  )  () Exercise therapy






$45.00

___(  )  () Debridement






$45.00

___(  )  () Orthotics







$250.00

___(  )  () Supplements

$To be determined after exam

$__________
___(  )  ()  Home Visit







$60.00
Dr. Roland D Cayer DC   ______________________________
Tax ID/EIN: 80-0263367
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