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Insurance Patients  
Regarding Payment of Benefits

We ask that you read and sign this form to acknowledge your understanding of our patient financial 
policies.  Patient financial responsibilities: * The patient (or patient’s guardian, if minor) is ultimately 
responsible for the payment regarding the treatment and care. We will bill insurance for you, 
however *Copays are due at time of service.  *Coinsurance, deductibles non-covered items & 
covered charges insurance has denied are due upon receipt of billings Denied covered charges will 
be resubmitted once due to time constraints. 

Insurance verification is a courtesy and not a guarantee of payment.

I have requested medical services from Family Chiropractic & Wellness on behalf of myself and/or 
my dependents, and understand that by making this request, I become fully financially responsible 
for all charges incurred during the authorized treatment.

I further understand that fees are due and payable on the date that services are rendered and agree 
to pay all such charges incurred in full immediately upon presentation of the appropriate 
statement.  A photocopy of this assignment is to be considered as valid as the original.

I give my permission to pay Kristie Pszczola, P.C. directly all insurance benefits, payable to me for 
services rendered.

__________________________________________________________________________________ 

Print Patient Name: _______________________________________________

Signature: _________________________________________________________

Parent or Guardian must sign if patient is under 18 years of age.

Signature: ____________________________________________  Date: _______________________
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Patient Financial Agreement

Patient Name: _______________________________________________

Member ID: _________________________________________________

Guarantor Name: _____________________________________________  

Relationship to Patient: ________________________________________

__________________________________________________________________________________

Under your health plan, you are financially responsible for co-payments, co-insurance, and deductibles for 
covered services, as well as those services that exceed benefit limits. You are also financially responsible for 
all non-covered services if applicable under your health plan.

The services or products listed below may not be covered according to your health plan. Your 
acknowledgement below indicates that you have been advised of this information and that you agree to pay 
for the listed services or products.

Cancellations: Please inform us at least 24 hours before your chiropractic or massage appointment. Any 
cancellations under a 24-hour notice will be assessed as a cancellation fee.
____________________________________________________________________________________________________

Procedure Codes      Description

99202                                                     New Patient Exam (15 -29 Minutes)
99203                                                     New Patient Exam (30 - 44 Minutes)
98941                                                     Adjustment
98943                                                     Extremity
97110             Therapeutic Exercise
97112          Neuromuscular Re-education
97140                                                     Manual Therapies
97530              Therapeutic Activities
97012          Traction
97032            Muscle Stim
97035                                Ultrasound
97124                               Massage Therapy
S8948              Attended Laser Therapy
EXTRA                               Payment Processing Fee
EXTRA                                Supplemental Products

Guarantor Signature: ____________________________________ Date: ______________________
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Text or Email Permission Form

I, ________________________________ give my permission for Family Chiropractic and Wellness to 
text &/or email me for the purpose of appointment reminders and special events.

__________________________________________                               _____________________

Signature                                                                                                           Date
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