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TR " FINANCIAL POLICY |

 Insurames; All professions] services-rendered ase the tesponisibility of the
“patient/guardian regardless of the type of insurance you bave (L.e. Automobile

acciderit/personal injory, worker's compensation, private/group insurance, Medicare or )

Medicaid). We will Sle your insurance claims as a couriesy 0 you. 'We will do our best
ithin our legil Himits to suppott your covered setvices; however your healfh insurance is

amagmmemeﬁ:wem you and yous insurance castier and not between your nee

mmp&my amd ’ﬂﬁs office. Pa LS fromn y@w INSTEANCS commpany ﬁs ot guaranieed. You
are responsible for any vnpaid charges. : . o .
s T understand that third parly tnsurance companies do not cover or pay for services that
| they determine to be not “medically necessary” or vihen services do not meet their
: predetermined care guidelings and therefore may deny payment for fhe services provided
“to ine by Dr. Richard Feled - - : ' .

1 grant Dr. Fried and bis staff permission to releasemy records to my insurance
" company in order to show “medical necessity” for the services that I teceived. I agree o
 personally pay for services provided to me by Dr. Richard Fried that ave detersmined to be
not “medically necessary™ or donot meet predetermined guidelines by e insurance

COMpany .
Assionment dad Release: 1 cmﬁfy that T, and/or my dependent(s) have insurance
coverage with - - .- gnd sssign directly to D, Richard G

. Pried/Feied Chizopractic Clinies all tnsusance benefits, if any, otherwise payable toms
_ for services rendered. T understand thet I an financially responsible for oll charges -
whether or niot paid by insmance. I anthorize the use of my signature on all insumance
" submissipms, Dr. Fried may use my heatth care information and may discloss such
snformation to the above named insurance company(ies) and their agents for fhe purposs
- of oblaining peyment for services and determining insvrance benefits or fhe benefits
© . payable for related services. This consent will end when my cisevent treatment plan is
completed of one year from the date from the date signed below. T is undersieod that all
services fummished are charged directly to the patient/guardian, who is personally
responsible for payment to this office, In the event if should be necessary, all collection
fees, court costs and attorney fees will also be the patient’s/guardion’s responsibility.
Your signaiute below represenis your agresment with these policies. -

Pationt Name & Dl

Sigmaturel
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