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 Name: ____________________________________________________________________  Date: ____________________________
Patient Care Plan Needed: ________________________________________  Fee Estimate: $________________________

TREATMENT INCLUDES:
INITIAL PHYSICAL EXAM, INITIAL X-RAYS, SPINAL ADJUSTMENTS, POST X-RAYS (      ), PROGRESS EXAMS (      ), PROGRESS X-RAYS (      ), ENHANCEMENT CARE (      ), 
30-MINUTE CLINICAL MASSAGE (      ), 60-MINUTE CLINICAL MASSAGE (      ), 
EDISON PACK SUPPLEMENTS (      ),  OTHER _________________________________ (      )

The above mentioned treatment plan is only an estimate; any and all charges will consist of services that are rendered. This plan is of estimated frequency, any additional visits/services will be charged as rendered.

We estimate that your part of Restorative Care will be: 		      $___________________________________
Less paid to date:							      $___________________________________
Other: _________________________________________________________     	      $___________________________________
We estimate that your part of Enhancement Care will be:    	      $___________________________________
Balance of Care:							      $___________________________________

PAYMENT OPTIONS:
1. 10% BOOKKEEPING DISCOUNT – If you pay the entire amount today, we will give you a bookkeeping discount in the amount of $_____________________.
	You pay $________________________ today.

NO INTEREST EASY PAYMENT PLANS:
[bookmark: _GoBack]Down payment of 20%: $______________
2. WEEKLY PAYMENT– You make weekly payments on the last visit for you every week in the amount of  $________________________ for ___________ weeks.

3. BI-WEEKLY PAYMENT- You make payments every two weeks on the last visit for you every other week in the amount of $______________________ for ___________ bi-weeks.

4. MONTHLY – You make payments on the ______ day every month in the amount of $________________________ for ___________ months.

CREDIT CARD INFORMATION (FOR AUTOPAYMENT)
Name on card: ________________________________  Type: (   ) Visa, (   )MasterCard, (   )Discover, (   )AMEX
Card Number:                   -                  -                  -                   Expiration Date: _______/_______ CVC: _________

__________ Initials
__________ Initials


I HAVE CHOSEN PLAN #______ AND ACKNOWLEDGE RECEIVING A COPY OF THIS ESTIMATE.
I understand that there is no implied cure or guarantee of improvement by my agreeing to the above recommendations. I further understand that my failure to comply fully with these recommendations will limit my results from the treatment received. In the event that I should incur an injury (motor vehicle, workers compensation), my recommended action plan would cease at that point and resume following the release from the injury.
Should I decide to discontinue treatment before completing my recommended action plan and having elected to participate in the No Interest Payment Plan; I give Scenic City Clinic the right to continue use of the credit card plan or postdated check plan until my balance (charges incurred to date) is paid in full. Scenic City Clinic will not continue to deposit checks or charge my credit card after the balance is paid in full.


_____________________________________________________            _____________________________________________________
		Patient Signature					     Witness Signature

_____________________________________________________            _____________________________________________________
		           Date							    Date

image1.emf









