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Financial Agreement Health Insurance 
We would like to take a moment to welcome you to our office and assure you that you will receive the very best of care 

available for your condition.  In order to familiarize you with the financial policy of this office we would like to explain 

how your medical bills will be handled.  

 

24-hour Cancellation Policy 

We aim to provide our clients the highest quality service and pride ourselves on our exceptional team.  If you should cancel 

your reservation less than 24 hours of your scheduled appointment, we not only lose your business, but also other clients 

who may have taken your scheduled reservation time.  For this reason we are obligated to compensate our team for their 

time as well as make up for lost revenue.   The full service fee will be charged to you for missed reservations that are 

rescheduled or canceled less than 24 hours notice. 

 

Explanation of Insurance Coverage: 

Many insurance policies do cover acupuncture care but this office makes no representation that yours does.  Insurance 

policies may vary greatly in terms of deductible and percentage of coverage for acupuncture care.  Because of the variance 

from one insurance policy to another, we require that you, the patient, be personally responsible for the payment of your 

deductibles, as well as any unpaid balances in this office.  We will do our best to bill your insurance in a timely manner.  

 

Payment Arrangement 

We require that you pay your co-pay or any deductible on each visit.  Your full portion of the balance is expected to be paid 

when payment is received from your insurance carrier.  Any unpaid balances will be considered past due 30 days following 

insurance reimbursement.  Past due balances may have an interest charge of 1.5% applied per month.     

 

For Medicare patient who has a secondary insurance that pays for acupuncture, we will submit claims to Medicare first and 

then Medicare will mail Explanation of Benefit that indicates denial of Acupuncture service.   It's your responsibility to get 

those forms to us so we can submit to your secondary insurance for payment.   If these Medicare letters are not 

mailed/faxed to us within 40 days from date of service, you will end up responsible for payment because your secondary 

insurance will deny payment for your service and you will be responsible for the service instead.    

 

Assignment of Benefits 

By signing this form you are authorizing that payment of medical benefits will be made directly to this office.  If your 

insurance carrier sends payment to you for services incurred in this office, you agree to send or bring those payments to this 

office upon receipt.  However if you pay for your visits in full the assignment will not be reported by this provider and any 

payment will be sent directly to you. 

 

Release of Information 

By signing this form you are also authorizing this office upon request from your insurance carrier the release of any 

medical or other information necessary to process the claim.  You also acknowledge and request payment of government 

benefits either to myself or to the party who accepts assignment, namely this office. 

 

Voluntary Termination of Care 

If you suspend or terminate your care at any time, your portion of all charges for professional services is immediately due 

and payable to this office.  All services rendered by this office are charged directly to you, and you, ultimately will be 

personally responsible for payment regardless of your insurance coverage.  

 

Testimony 

(initial)_______ I, ________________________________________________, hereby authorize New Jersey Acupuncture 

& Wellness Center the permission to use video, statement and testimony of my treatment performance to display for other 

patients in the public to help them understand how they can be helped by acupuncture & Chinese Medicine.    

 

I have read and agree to the above 

 

 

___________________________________________  _______________________ 

Patient Signature       Date 
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PATIENT INFORMATION 

Last Name_______________________________ First Name_______________________   Date of Birth: ____/_____/______     

Social Security #:______________________ Gender:   □ M   □ F    Referred by:____ _________________________________ 

Street:_______________________________________________________City: __________________________________  

State: ____________ Zip: _______________    Occupation: _____________________________      

(phone / email may be used when we have the appointment reminder system in the future) 

Work Phone: _____________________________ Cell Phone: ________________________________  

Home Phone: _______________________________ Email: ________________________________________ 

EMERGENCY CONTACT 

Name: (LAST)_________________________________(FIRST)__________________________________ 

Relationship to Patient:  ________________________    Phone:   ____________________________ 

INSURANCE INFORMATION 

Company: __________________   Insured Name: ________________________________ Insured’s Birth date: ____/____/____ 

Relationship to Patient:  ________________  I.D Number: ________________________  Group #:________________________ 

□ WORKERS' COMPENSATION / □ AUTOMOBILE ACCIDENT (circle the applicable one) 

Claim #: _____________________  Date of Accident:____/_____/_____    Employer:_______________________________ 

Currently Working:   Yes / No     Able to Work:  Yes / No       Description of the Accident:________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

Any Pre-existing injury to the same body part?   If yes, state body part:______________________________________________ 

CURRENT HEALTH HISTORY 

1) What are the main conditions you would like to be helped with? 

_______________________________________________________________________________________________________

2) How long has it been since you first noticed any symptoms? 

_____________________________________________________________________________________ 

3) Was your problem diagnosed by a physician or chiropractor?  If so, what is it? 

_______________________________________________________________________________________________________

4) What type of treatments or therapies have you tried?  

 

 

___________________________________________  _______________________ 

Patient Signature       Date 
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