Payment Policy
Payment Policy
Financial responsibility acknowledgment
	Please read carefully
This policy explains payment timing and financial responsibility for covered and non-covered services.


Payment Policy
I understand that payment is due at the time of service unless other arrangements have been made in advance.
For insurance-based visits, I understand that I am responsible for any copays, deductibles, or non-covered services. If my insurance denies the claim for any reason, I accept full financial responsibility for the charges.
Acknowledgment
	☐ I have read and agree to the payment policy.


Signature
	Client / patient name
__________________________________________________________
	Date of birth
__________________________________________________________

	Client / patient signature
__________________________________________________________
	Date signed
__________________________________________________________
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