MASON FAMILY CHRIOPRACTIC & WELLNESS PATIENT AGREEMENT AS TO FINANCIAL
RESPONSIBLIITY

I (insert patient name), (hereinafter referred to as “patient”) agree that I am
financially responsible for the cost of treatment incurred with MCHC, PC, doing business as Mason Family Chiropractic
and Wellness.

Patient acknowledges that in order to best serve all of its patients, Mason Family Chiropractic and Wellness
requires an appointment for treatment. Patient agrees that twenty-four (24) hour advanced notice is required to cancel
and/or reschedule any appointment. In the event that patient fails to contact Mason Family Chiropractic and Wellness
within (24) twenty-four hours of Patient’s appointment to cancel and/or reschedule then Mason Family Chiropractic may,
at its sole discretion charge client a fee of $35.00. In the event that Patient is more than 10 minutes late for an
appointment Mason Family Chiropractic may, at its sole discretion, require that Patient rescheduled the appointment.

In the event that patient does not have medical insurance, the full fee for services rendered is due at the
conclusion of each visit. In the event that the patient does have medical insurance, the full co-pay is due at the time of
each visit. Patient acknowledges that the insurance co-pay does not always fully cover the cost of Patient’s visit with
Mason Family Chiropractic and Wellness. Each insurance plan has different deductibles, co-pays and limits for
chiropractic treatment. Mason Family Chiropractic and Wellness does attempt to obtain accurate insurance information
for our patients. However, it is ultimately the responsibility of Patient to know and understand Patient’s insurance
benefits. In the event that Patient’s insurance plan does not cover the full cost of treatment, Patient is responsible for the
full remaining balance according to the terms of Patient’s insurance plan.

In the event that a draft tendered by patient for payment of account at Mason Family Chiropractic and Wellness
is returned for any reason, Patient will pay a $35.00 returned check fee to Mason Family Chiropractic and Wellness in
addition to the full fee owed for services.

This Agreement reflects and contains the entire agreement between Patient and Mason Family Chiropractic and
Wellness and no statements, promises or inducements made by or on behalf of any party or its counsel that are not
contained herein shall be binding. No amendment or modification to this Agreement shall be effective unless and until
agreed to in writing and signed by the parties. In any action to enforce this agreement, Mason Family Chiropractic and
Wellness shall be entitled to recover all costs of enforcement, including, but not limited to, attorneys’ fees, filing fees, and
collection costs. The terms of this Agreement shall be construed under the law of the state of Indiana, and proper venue
shall be in Hamilton County, Indiana.

MINOR/CHILD CONSENT

I am the parent or legal guardian of (insert name of minor child,
hereinafter referred to as “minor child”). I do hereby request and authorize Mason Family Chiropractic and Wellness to
perform chiropractic treatment on minor child. I certify that minor child is covered by insurance with
(insert name of insurance company) and assign directly to Mason Family
Chiropractic and Wellness all insurance benefits payable to me for services rendered by Mason Family Chiropractic and
Wellness. I understand that I am financially responsible for all charges whether or not paid by insurance and in the event
the minor child is not covered by insurance that payment for services rendered is due at the conclusion of each visit.
Parent/Legal Guardian has read and understood Mason Family Chiropractic and Wellness’ Agreement as to Financial
Responsibility, agrees he or she is a “Patient” as defined therein, and agrees to financial responsibility of charges
associated with the care of minor child as a Patient of Mason Family Chiropractic and Wellness.

DATE:

Signature of Patient

Printed Name

Signature of Parent/ Guardian (if minor)

Printed Name of Witness Signature of Witness



