
 

FINANCIAL  POLICY 
   

Payment is expected at the time of service unless prior arrangements have been made.  If 

you have insurance then co-pay and deductible payments are expected at time of service.   

We will bill all insurance companies for which we are a preferred provider as per our 

contract..  Deductibles and co-pays are required to be met before insurance will pay and 

is expected at time of service.  Any uncovered charges will not be discounted even if 

there is normally a discount for covered services.   

 NO guarantees are made in respect to your symptoms and payment is 

mandatory regardless of your individual results    ________  
 Having insurance is not a guarantee of payment.  You are responsible for all 

fees regardless of insurance coverage or payment.  _______ 

 If this is a personal injury and you do not make payments you will be charged 

compounding interest on the balance due and a lien will be place on your settlement. 

   For all other insurance carriers patients will be expected to pay for services at 

time of appointment and can apply for reimbursement from their insurance company.  We 

will provide an invoice with all pertinent information to bill your insurance carrier. 

 Interest will be charged on unpaid balances after 30 days at 10% per year (1.5% 

per month) or a late payment fee of $5.00/mo whichever is greater.   This fee may be 

waived as a courtesy if payments are made regularly and on schedule.  If pre-

arrangements for payment are not made on schedule then you will be charged interest or 

late fees. 

 Unpaid balances with no payments for 90 days will be turned over to 

collections or processed thru the small claims court.  Patient will be responsible for 

all fees and costs associated with the assigning of payment through collections or 

small claims, and will result in you being required to pay more than your original 

balance.  Collections agencies charge 50% of the balance due so you will be expected 

to cover this cost also.  

 I have read and understand the foregoing notice, and all of my questions have 

been answered to my full satisfaction in a way that I can understand.  I agree to abide the 

foregoing policies as a patient in this office. 

 

 

____________________________________ 

Signature of Individual 

 

Date signed___________________________ 

248-3rd Avenue E.    406-755-1113 

Kalispell, MT 59901-4532   FAX 406-260-4021 


