




SLATER CHIROPRACTIC, A FAMILY HEALTH CENTER 
Paul J. Slater, D.C. 

240 NW Claypool St., Prineville, Or 97754 

FINANCIAL POLICY 
 
We believe that every patient has the right to expect the very best professional care we can provide.  In turn, we 
ask your cooperation in establishing clear financial arrangements regarding your account. 
Our professional fees are available upon request, please don’t hesitate to ask.  Our policy is as follows: 
 
 1. Payment and/or co-pay is due at the time services are rendered, unless other 
  Arrangements have been made with the office manager. 
 2. A 10% discount is given to patients who pay for all services which insurance has not been billed. 
 3. For those wishing to establish an account, at no time shall your personal balance exceed $200.00. 
 4. A monthly service charge of $5.00 will be added to all unpaid balances until such balance is paid  
  in full. 
 5. We have a $40.00 “no show” fee for missed appointments.  For missed massage appointments there 
  will be a full charge for that massage.  A 30 minute massage is $40 and 60 minute is $75. 
 6. Please take the time to establish arrangements with the office manager. 
 
 

INSURANCE CLAIM POLICY 
 

As a courtesy to our patients who have personal health insurance, we will bill the primary and secondary insurance 
carrier at no charge.  Please remember that professional services are rendered and charged to the patient (not the 
insurance company) and that the patient  is responsible for the account.  To avoid misunderstanding, it is best to 
learn beforehand exactly what your policy provides.  We will be happy to call your insurance company to deter-
mine your coverage for you. 
 
Signature ________________________________________     Date_____________________________ 
 

 

WORKER’S COMPENSATION CLAIMS 
 

To establish the claim, you are required to complete an accident report at work when the accident happens, as well 
as completing an accident form on your first visit to the doctor.  We will bill the Worker’s Compensation Com-
pany on your behalf.  You are not personally responsible for the account UNLESS YOUR CLAIM IS DENIED 
BY THE  WORKER’S COMPENSATION DEPARTMENT. 
 
Signature _________________________________________  Date _____________________________ 
 

 

PERSONAL INJURY CLAIMS 
 

Regardless of who the responsible party is, a claim will be established through the patient’s insurance company.  
PLEASE contact your agent, inform them of your care at our office,  and request that forms be sent so claim can 
be established quickly.  You are responsible for payments on your bill until the insurance carrier has accepted your 
claim.  At the time the coverage ends, you will be totally responsible for the total balance owing.  All personal in-
jury patients will be required to sign an insurance billing form and lien form.  We will bill the insurance company 
on your behalf. 
 
Signature _________________________________________  Date ______________________________ 

Please read this form completely.  Should you have any questions, please feel free to address them to Doctor 

or  the staff. 


