








Knewtson 

Health Group 

Credit Policy 
And Patient 

Responsibility 

Thank you for choosin g Knewtson Health Group as your health care provider. We are committed to 
your treatment bein g  successful. Please understand that prompt payment of your bill is  considered 
part of your treatment. We have put together the details of our Credit and Financial Policies below. 
Please read carefully and sign below to begin treatment. 

All patients complete our in formation and insurance forms. 

Co pay s are due at time of service. 

For your convenience, we accept cash, check and all major credit cards, including Visa, Master Card  
Discover and American Express. 

We offer physical therapy and chiropractic cash plans. Payment is due at t ime of service. 

We offer payment plans with prior credit approval and signed agreements. 

Patients with insurance coverage 

We may accept assignment of insurance benefits at first visit. However, we do require your co­
payment be paid at the t ime of the service. The balance incurred is your personal responsibility 
whether your insurance company pays or not. Coverage amounts vary from policy to policy. You 
understand that your insurance policy is a contract between you and your insurance company. This 
office holds no party to that contract and will not be held responsible in the event that your insurance 
denies any claim. 

Usual and customary rates 

Our practice is committed to providing the best treatment for our patients. We charge what is usual 
and customary for our area. You are responsible for all usual and customary charges, regardless o f  
what your insurance company's arbitrary discrimination of  usual and customary rates. 

Delinquency 

In event your account becomes past due and is referred to an outside collection agency or attorney 
you will be responsible for the collection costs (up to 33% of the balance due), along with reasonable 
attorney fees and court costs incurred by this office. 

I have read and understan d Knewtson Health Group Credit and financi al po licy with the 
respect to payment on my accou nt. 

Patient Signature ______________________ Date ______ _ 
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