BLESSED

Acupuncture & Wellness

*PLEASE READ - PATIENT KEEPS COPY*
PATIENT FINANCIAL RESPONSIBILITY STATEMENT

[HANK YOU FOR CHOOSING OUR PRACTICE FOR YOUR HEALTHCARE NEEDS. IT IS OUR GOAL TO PROVIDE YOU WITH THE HIGHEST QUALITY HEALTHCARE
SERVICES AS POSSIBLE. WE ASK THAT YOU PLEASE READ AND UNDERSTAND YOUR FINANCIAL RESPONSIBILITIES PRIOR TO RECEIVING SERVICES

1.1 UNDERSTAND THAT | AM RESPONSIBLE FOR KNOWING THE POLICY PROVISIONS AND RULES OF MY INSURANCE COVERAGE(S) AND THAT | AM SOLELY
RESPONSIBLE FOR OBTAINING ANY NECESSARY REFERRALS PRIOR TO MY APPOINTMENT. FAILURE TO OBTAIN AND PRESENT A VALID REFERRAL MAY
RESULT IN MY BEING FINANCIALLY RESPONSIBLE FOR ALL SERVICES PROVIDED. PLEASE NOTE: A DOCTOR’S PRESCRIPTION 1S NOT A VALID REFERRAL

2.1 UNDERSTAND THAT | AM FINANCIALLY RESPONSIBLE FOR ANY AMOUNT NOT COVERED BY MY INSURANCE INCLUDING, BUT NOT LIMITED TO, CO-PAYS,
CO-INSURANCES, DEDUCTIBLES AND NON-COVERED SERVICES

3. | UNDERSTAND THAT IF | DO NOT HAVE VALID MEDICAL INSURANCE OR ACUPUNCTURE COVERAGE, | AM FINANCIALLY RESPONSIBLE FOR ALL FEES FOR
PROVISION OF MEDICAL SERVICES AND THAT, UNLESS OTHER ARRANGEMENTS HAVE BEEN MADE IN ADVANCE, PAYMENT OF THESE FEES IS EXPECTED IN
FULLAT THE TIME SERVICES ARE RENDERED.

4 | UNDERSTAND THAT FAILURE TO REMIT PAYMENT FOR ANY AMOUNTS DEEMED PATIENT RESPONSIBILITY MAY RESULT IN MY ACCOUNT BEING
REFERRED FOR COLLECTION ACTIVITY AND THAT | WILL BE FINANCIALLY RESPONSIBLE FOR ANY ADDITIONAL FEES INCURRED AS A RESULT

5. | UNDERSTAND THAT ANY APPOINTMENTS MISSED, BUT NOT CANCELLED WITHIN TWENTY-FOUR (24) HOURS, WILL RESULT IN MY BEING CHARGED A
MISSED APPOINTMENT FEE OF $35 PER MISSED OFFICE VISIT

6. | UNDERSTAND THAT | WILL BE CHARGED 83§ FOR ANY CHECK RETURNED BY MY BANK FOR ANY REASON

APPOINTMENT CANCELLATION POLICY AGREEMENT

BLESSED ACUPUNCTURE AND WELLNESS IS COMMITTED TO PROVIDING EXCEPTIONAL CARE. UNFORTUNATELY, WHEN A PATIENT CANCELS WITHOUT
GIVING ENOUGH NOTICE, THEY PREVENT ANOTHER PATIENT FROM BEING SEEN. IT IS THE RESPONSIBILITY OF THE PATIENT AND A COMMON COURTESY TO
KEEP YOUR SCHEDULED APPOINTMENTS

PLEASE CONTACT US VIA EMAIL AT INFO@BLESSEDACU.COM OR VIA PHONE (916) 827-1808 AT LEAST 24 HOURS PRIOR TO YOUR SCHEDULED
APPOINTMENT TO NOTIFY US OF ANY CHANGES OR CANCELLATIONS. TO CANCEL A MONDAY APPOINTMENT, PLEASE NOTIFY OUR OFFICE BY 5:00 PM. ON
FRIDAY

IF PRIOR NOTIFICATION IS NOT GIVEN, | UNDERSTAND THAT | WILL BE CHARGED $35 FOR THE MISSED APPOINTMENT. THIS AMOUNT IS TO BE PAID IN
FULL PRIOR TO SCHEDULING THE NEXT APPOINTMENT. IF THERE ARE MORE THAN 3 CANCELLED APPOINTMENTS, WE RESERVE THE RIGHT TO DENY
SERVICE.

RELEASE OF MEDICAL RECORDS AND INFORMATION

| HEREBY AUTHORIZE THE RELEASE OF ANY PROTECTED HEALTHCARE INFORMATION (PHI) TO ANY INVOLVED INSURANCE COMPANY, OR THEIR
AUTHORIZED THIRD PARTIES INVOLVED IN MY CASE UNLESS | HAVE SPECIFICALLY INSTRUCTED OTHERWISE.

ASSIGNMENT OF BENEFITS

| HEREBY AUTHORIZE ANY INSURANCE CARRIER, INCLUDING MEDICARE, TO MAKE PAYMENT DIRECTLY TO BLESSED ACUPUNCTURE AND WELLNESS FOR
ANY SERVICES RENDERED TO ME OR MY COVERED DEPENDENTS OF ANY AMOUNTS OTHERWISE PAYABLE TO ME TOWARD THE REIMBURSEMENT OF ANY
MEDICAL EXPENSES INCURRED AT THIS FACILITY. | UNDERSTAND THAT | AM EINANCIALLY RESPONSIBLE FOR PAYMENT OF ALL SERVICES REGARDLESS OF

ANY PAYMENT ISSUED BY MY INSURANCE OR NOT. A PHOTOCOPY OF THIS AUTHORIZATION SHALL BE CONSIDERED AS EFFECTIVE AND VALID AS THE
ORIGINAL. (VER. 8/20/20)
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