










 

 





DAY CHIROPRACTIC CLINIC 

FINANCIAL AGREEMENT/CONDITION OF SERVICES 

 

1. I agree, whether I sign as Patient, parent, guardian, agent, or as responsible party, that in 

consideration for the services to be rendered to the Patient by Day Chiropractic Clinic, its 

employees, agents, successors and/or assigns, I hereby individually obligate myself to pay the 

account of Day Chiropractic Clinic, their successors, agents or assigns, and any and all other 

healthcare providers associated with or contracted by Day Chiropractic Clinic who perform 

services at the request of Day Chiropractic Clinic on or for my behalf, and all of whom provide 

treatment, services, products or clinical oversight to me or any other person to whom I am 

contractually or legally responsible as evidenced by my signature herein below.   

2. I agree that if any or all of this account is submitted to Medicare, Medicaid or to a third-party 

insurance provider, that should Medicare, Medicaid or the third-party insurance provider fail to 

pay any or all of the account balance, I shall be responsible for payment of the account. 

3. I agree and acknowledge that should Day Chiropractic Clinic gratuitously undertake to submit 

this account for payment to Medicare, Medicaid or to a third-party insurance provider, that I shall 

remain solely responsible for monitoring and ensuring that the claim is properly submitted to the 

correct insurance provider(s).  Nothing Day Chiropractic Clinic undertakes to do for the 

undersigned in the submission of this account to Medicare, Medicaid or to a third-party insurance 

provider shall relieve me of the responsibility for monitoring and ensuring that the claim for 

insurance benefits is properly submitted to the proper insurance provider(s).  I acknowledge that 

it is my sole responsibility to ensure that the proper insurance information is provided to Day 

Chiropractic Clinic and agree to check all account documents in a timely fashion to ensure that 

the proper insurance information is on all account billing documents.  

4. I agree to pay all bills submitted to me and/or resulting from services provided by Day 

Chiropractic Clinic to Patient, regardless of whether or not insurance was billed, not billed, or I 

believed that an insurance carrier and or Medicare or Medicaid was/is responsible for the 

payment of the bill.  

5. I agree to provide Day Chiropractic Clinic with my current telephone number and address and 

insurance information within 5 days of any change in my address, telephone number or insurance 

information from today’s date up to and including the date that this account is paid in full.  

6. If Patient receives payment from an insurance carrier for services that were provided by Day 

Chiropractic Clinic, I will bring the check with the “Explanation of Benefits” into Day 

Chiropractic Clinic within one week of receipt and endorse it over to “Day Chiropractic Clinic”.  

Failure to do this may result in collection action and/or possible dismissal from care. 

7. Should the account be referred for collection, I agree to pay any and all reasonable attorney’s fees 

not to exceed Thirty-three percent (33%) of the balance sought, in addition to court costs and 

reasonable collection expenses and/or charges.  Reasonable attorney fees shall include, but not be 

limited to, any and all attorney fees charged in preparing, filing and obtaining a judgment against 

me, in addition to attorney fees charged in collecting upon a judgment by way of proceedings 

supplemental, garnishment or any other reasonable post-judgment collection method.   



8. I hereby agree and stipulate that reasonable attorney fees shall be based upon a percentage of the 

total debt or upon the actual time, expenses and costs expended, all at the discretion of Day 

Chiropractic Clinic, Collection Agency and/or Attorney. 

9. I hereby agree and stipulate that reasonable collection expenses and/or charges include, but are 

not limited to, the fees charged to Day Chiropractic Clinic by a collection agency, whether such 

fees are based upon a percentage of the actual debt or the actual time, expense and costs expended 

by a collection agency in their attempts to collect the debt.   

10. I hereby agree that all delinquent accounts may bear a prejudgment interest rate of Ten Percent 

(10%).   

11. If the undersigned is also the patient, I agree that any and all medical information related to my 

treatment and care may be entered into evidence in court if necessary to collect on this account 

and I hereby waive any and all Federal and State laws/rights I may have concerning the same, 

including any and all rights I may have under  the Health Information Portability and 

Accountability Act of 1996, as codified at 42 USC §1320d (“HIPAA”), the Health Information 

Technology Act of 2009, as codified at 42 USCA prec. §17901 (“HITECH”), and any current and 

future regulations promulgated under HIPAA or HITECH.   

12. I agree to pay a $20 fee for all returned checks which sum shall be added to the account balance.  

I acknowledge that if a collection suit is filed in court to collect this $20 fee, the Court may 

require me to pay three times (treble damages) the amount owed for a dishonored check, in 

addition to attorney fees. 

13. I agree that upon receipt of the original bill from the Day Chiropractic Clinic, if I do not object to 

the charges contained therein within Forty-five  (45) days,  I shall be considered to have 

impliedly agreed that such charges and/or debts are accurate and correct.  

14. If Patient misses an appointment without calling to cancel, Day Chiropractic Clinic reserves the 

right to charge Patient for an office visit ($40.00).  This charge will NOT be billed to Patient’s 

insurance carrier, and Patient will be responsible for paying the charge in full. 

15. If any  provision   of  this  Agreement,  or  any  portion thereof,  is  held  to  be  invalid 

and/or unenforceable, then the remainder of this Agreement shall nevertheless remain in full 

force and effect.  Further, a Court may modify the provision of the Agreement, or any portion 

thereof, which is held to be invalid and/or unenforceable to make it comply with the law of the 

State of Indiana.  

 

I understand the implications of the agreements I have made herein. I have read the provisions of 

this Financial Agreement/Condition of Services, including, but not limited to the provision 

regarding missed appointments, and hereby agree to abide by and be bound to all of the provisions 

contained herein. 

 

 

________________________________________________________ ______________________ 

Signature (Patient/Custodial Parent/Legal Guardian/Responsible Party) Date 

 

 

_______________________________ 

Printed Name 
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