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                                    FINANCIAL AGREEMENT POLICY
As a courtesy to you and our patients, Carnahan Therapy will file your claims to your medical insurance company for the services that are provided by our office. In order for your claims to be processed correctly, please ensure that the information to our office is accurate and current. If there is a change in your insurance information, please notify us immediately.
Co-payments are due at time of service (per visit)
Deductibles and co-insurance (co-portion) vary for each insurance. Your insurance company will mail or email your EOB (explanation of benefits) which will show your deductible or co-insurance. Once our office receives your EOB our billing company will bill you if there is a balance due. Payments are due when you receive the bill for services rendered.
Payment Methods and additional information:
· Cash, checks, Visa and Master Card
· Accounts that are past due will be turned over to a Collection Agency and a collection fee will be assessed
· Home supplies are not covered by insurance and payment must be collected when received
A holder of this medical debt contract is prohibited by Section 1785.27 of the civil Code from furnishing any information related to this debt to a consumer credit reporting agency. In addition to any other penalties allowed by law, if a person knowingly violates that section by furnishing information regarding this debt to a reporting agency, the debt shall be void and unenforceable.
Carnahan Therapy is committed to providing you with the best possible care and we are willing to discuss our professional fees or a balance you may have at any time. You, as the policy holder of your chosen insurance, are responsible for the financial part of your treatment
**I acknowledge that I have read and agree to the above Financial Policy
Patient or Authorized Persons:

____________________________________________                  ________________________
Signature                                                                                         Date

Carnahan Therapy Representative:

____________________________________________                  _________________________
Signature                                                                                         Date
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