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OFFICE FINANCIAL POLICY FOR HEALTH INSURANCE 
 
We would like to welcome you to our office and assure you that you will be receiving the very best 
care available for your condition. Due to the vast changes that are taking place in the insurance 
industry, the financial aspect of medical care is becoming much more complex. For this reason, 
we feel a need to familiarize you with the financial policy of this office and explain how your 
medical bills will be handled. This form is designed to communicate as clearly as possible our 
office policy so that there are no misunderstandings.  

1. We are filing with your insurance company as a service to you. This is done weekly. 

2. You are responsible for all charges incurred whether insurance pays or not. 

3. We try to verify benefits at the time of your initial visit. Until benefits/deductible are verified 
we will collect 100% of the charges and then refund any credit balance ($20 and above) after 
we receive your insurance payment. Any credit amounts less than $20 will be used for future 
services or refunded if requested. 

4. Once your benefits are verified we make every effort to collect only your portion.  
However, sometimes we or your insurance company make mistakes. Please read your 
Explanation of Benefits (EOB’s) from your insurance company carefully -- call us if there 
is a problem. We do not want to jeopardize our relationship with you as a patient. Our goal is 
to have you and your family as life-long patients. 

5. Verification of benefits from your insurance company is not a guarantee of payment. If for 
any reason your insurance company doesn’t pay a portion of the bill (e.g., your deductible had 
not been met; non-covered services) – these charges immediately become due and payable 
by you. Our office will NOT enter into a dispute with your insurance company over your claim.  
This is your responsibility, 

6. I understand my insurance carrier may not approve or reimburse my services in full due to 
usual and customary rates, benefit exclusions, coverage limits, lack of authorization, medical 
necessity or categorized as experimental. These services may include, but are not limited to:  
Acupuncture, Massage, Non-Spinal Manipulation (e.g., hand, wrist, elbow, knee, foot, etc.), 
Specialty Lab Testing, Decompression Therapy, Supplies (including supports and orthotics), 
and Supplements. I realize payment in full is expected at the time these services are 
rendered. If insurance does make a payment, any credit balance will be refunded.  

7. We do not honor misused Third-Party Network insurance discounts.   

8. I authorize the release of any medical information necessary to process my claims.  I also 
authorize payment of medical benefits to Robert Ehle, D.C, P.A. for services rendered.  

I have read and agree to the above. 

 
___________________________________            _______________________ 
Patient’s Signature                                                    Date 
 
 


