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Examinations and Re-examinations/Additional Charges/Insurance Disclaimer

Per our office policy and insurance protocol, every patient is required to have an initial
examination on the first visit with Dr. Fowler before they can receive treatment. Per office
policy and insurance protocol, if a patient has been absent from care for six (6) months or more,
we are required to perform a re-examination on the patient on the first visit upon their return
before they are treated, no exceptions.

Self-pay patients: those who do not have insurance or who wish not to file insurance, payment
is due upon services rendered. However, if in the future you wish our office to file insurance on
your behalf or you gain insurance coverage, the following guidelines, policies, protocols and
procedures will apply.
Those who wish to file insurance: as a courtesy to you we will file insurance on your behalf;
however benefits are not a guarantee of payment and/or coverage. Due to constant insurance
changes, high co-pays or deductibles there may be times our self-pay option may benefit you
therefore we will give you the option to submit services deemed necessary by Dr. Fowler to your
insurance company or you can pay the self-pay price through our office. If you chose to have
insurance filed and your insurance does not cover, you will be responsible for the amount stated
by the insurance company; it is at this time we cannot offer the discounted self-pay price for the
date of service already filed.
Our office provides many services and products that many insurance companies do not cover.
These services include but are not limited to: initial examinations, re-examinations, x-rays, ice
packs, supportive bracing, supplements, physical therapies, massage, etc.

Examinations and Re-examinations/Additional Charges/Insurance Disclaimer Continued

Upon insurance verification of benefits, it is our job to inform you about your specific insurance
company and policy coverage. We strive to do so as accurately as possible. You must also
understand benefits are not a guarantee of payment and/or coverage and once insurance is filed
on your behalf, it cannot be undone or discounted in any way and you will then be responsible
for any charges filed to insurance.
As a courtesy to you, Fowler Chiropractic will file insurance on your behalf; however benefits are
not a guarantee of payment and /or coverage and if for any reason your insurance company denies
or fails to pay the claim, you will be financially responsible.
Once insurance is filed, we will continue to file until we are told otherwise by you or until coverage
is terminated, whichever comes first. It is against our policy to file insurance for some dates of
service and not others.
If coverage is terminated during the course of your care and you fail to notify us, you will be
financially responsible for any charges denied by insurance.
If at any point your insurance has changed, it is your responsibility to make us aware of all changes
prior to your visit/treatment.
I___________________________, a patient being treated by Dr. Monica Fowler of Fowler
Chiropractic, do hereby acknowledge that a certain portion of my care may not be covered by my
insurance company under the terms of my insurance provider or policy.
I ___________________________, acknowledge an examination or re-examination must be done
prior to treatment rendered by Dr. Fowler
I____________________________, acknowledge that I have reviewed my options presented by the
staff of Fowler Chiropractic and understand that I will be responsible for non-covered services which
include but are not limited to deductibles, co-insurance and/or co-pays.
I____________________________, acknowledge payment is due at the time of service or upon
verbal or printed notification.
This form will be filed in your patient file and will be effective immediately to any and all insurance
claims billed on your behalf.
If you have any additional questions or wish to receive a copy, please notify the front desk staff.

____________________________
Patient/Guardian Signature

__________________________
Date

____________________________
Staff Member Print

__________________________
Staff Member Signature

