
Payment Policies 
 

Our policy is to accept and manage your case based on our ability to 
correct your problem, your commitment to getting it  fixed, and what is 
necessary for you to get well.  We do not base your  care plan on your 
financial position or what your insurance will pay.  

 
Office Fee Schedule

Service                                 Investment 
                  Consultation                                                      
N/C 
                    Initial Exam/Computer Scans                          
$84 
   X-Rays (Standard Set)                                      
$160 
                   Spinal Adjustment                                             
$47 
   Extremity Adjustments    $30
   Disc Regeneration Exercises   $38   
   Intersegmental Traction    $26 
   Progress Exams/Computer Scans  $50 
 
Chiropractic Care at a Fixed Fee (CCAFF):  Our office is a family 
wellness oriented practice.  We are committed to pr oviding you and your 
family with the best chiropractic care possible to help you lead an 
active healthy life.  Whether or not you have insur ance coverage for 
chiropractic care, you and your family, can benefit  from CCAFF plans 
that provide the most cost effective way to keep yo u and your family as 
healthy as possible.  Details of these plans will b e discussed with you 
during your Chiropractic Report of Findings.  
  
Non-Insured: Payment is expected at the time the service is re ndered 
unless you arrange a CCAFF Plan in advance.  CCAFF plans are designed 
for individuals and families based on yearly correc tive adjustment 
plans, that can be prepaid, or financed by a third party called Care 
Credit, with a book keeping discount, or spread out  over equal monthly 
payments at no discount. 
 
Insurance Billing:  Insurance is simply a tool to help you pay for yo ur 
care and should never be a deciding factor in wheth er you seek and 
receive care.  We will explore your insurance caref ully to find out what 
benefits you have available and then implement thos e benefits into your 
entire care plan for you and your family.    
Our office does not network with all insurance carr iers, because we 
prefer to focus on you rather than the paper.  Howe ver, there are often 
out-of-network benefits available that can be utili zed in your care 
plan.  Some carriers pay 100%, some pay 90%, some p ay 80%, and some pay 
50%.  Some carriers pay for diagnostic tests, some pay for adjustments 
only. We only state this so that you are aware of t he practices that 
exist within the insurance industry.  In any case, your agreement with 
your insurance company is between you and them, not  us and them, 
therefore all deductibles and co-pays designated by  your insurance 
company to be your responsibility will be payable b y you.  We take into 
account, your deductibles and co-pays as we design your CCAFF plan and 
payment options.  This allows us to care for all pe ople based on their 
chiropractic needs rather than their insurance cove rage.   
*If you acquire insurance for a special situation s uch as an auto 
accident or a worker’s compensation injury and choo se to utilize that 
coverage, we will help you with the insurance reimb ursement.    
 
Medicare: Coffman Chiropractic Life Center is a participati ng provider 
with Medicare.  We will file all the necessary pape rwork to Medicare.  
Medicare does not pay for all of your health care c osts.  Therefore, we 
will notify you of the costs in which you will incu r, and are 



responsible. 
 
Credit:  If you do not choose to pay at the time of service, you must 
have credit to obtain credit in this office.  This means you must have a 
credit card on file.  We do not bill.  Your balance  is due on the 1 st  of 
the month.  If not received on the 1 st , we will contact you on the 2 nd.  
If not received by the 10 th , we will bill your card. 
 
Unpaid Balances:  If your balance must go to a third party for 
collection, you will be responsible for any costs r egarding these 
efforts, including court costs and attorney fees.    
  
I have read, understand, and agree with the above p olicies.  
  
  
___________________________________________      __ ___________________________________  

•                                        Patient Sign ature             Date  


