




	  



PATIENT BILLING AND ASSIGNMENT FORM 
 

To:  Gray Family Chiropractic  
 
In consideration of your undertaking treatment at this office, I agree to the following: 
(Please initial each statement and sign and date at the bottom) 
 
_____  Due to constant changes in all insurance plans, I agree to be solely responsible for 
knowing my chiropractic benefits.  Our office will do our best to verify benefits for you, 
however, it is your responsibility to update us when any changes occur in your plan, or to 
let us know when you have a new insurance plan.   I will be responsible for all charges 
that my insurance company does not pay or cover. 
 
_____  I will be financially responsible for any co-payments, co-insurance, and 
deductibles for covered services, as well as responsible for services that exceed benefits 
limits.  I will also be financially responsible for all non-covered services as defined by 
my health plan contract.  
 
_____ For patients with some United Healthcare plans: these plans are administered by 
the OptumHealth Care Solutions and these plans require us to obtain authorization for 
any chiropractic treatment.  OptumHealth Care Solutions will only authorize acute care, 
and they will NOT cover wellness or maintenance care.  You will be financially 
responsible for any visits that are not authorized and covered by OptumHealth Care 
Solutions, regardless of your benefits from United Healthcare. (only initial if you have 
UHC) 
 
_____ For patients with BCBS except for City of Cary and SAS employees, Cigna, and 
all Medicare plans will only authorize acute care, and they will NOT cover wellness or 
maintenance care.   
 
_____ Gray Family Chiropractic is authorized to release any information deemed 
appropriate concerning my physical condition to any insurance company, attorney or 
adjuster in order to process and claim reimbursement of charges incurred at this office. 
 
_____  I authorize the direct payment to Gray Family Chiropractic of any sum I now or 
hereafter owe you by my attorney or insurance company, to reimburse me for the total 
charges for services from Gray Family Chiropractic.  I am also aware that any amount 
past due over 60 days will be charged a monthly interest fee of 1 ½ % until final payment 
is received. 
 
___________________________                                     _______________________ 
Patient name – Printed     Date 
 
___________________________                                    ________________________ 
Patient Signature                                                                   Office Representative 
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