
Southern States Chiropractic

Election Not to File Health Insurance Claims   

(Personal Injury/Accident)

The chiropractor(s) at this clinic are participating (“in-network”) providers for your health benefit plan.  As participating providers, we are obligated to file claims for reimbursement with your plan for all covered services provided to you UNLESS you instruct us in writing not to file.

You have indicated that rather than using your own health insurance, you wish to consider seeking payment from other third-party payers such as the at-fault driver’s liability insurance. To help you make an informed decision, please carefully review the following information. 

If you elect NOT to file claims on your health insurance: 

1. The clinic will rely on your decision and extend credit to you for the cost of care based on the assumption that your bill will be paid by sources other than your health insurance. You will be required to assign to the clinic the right to receive monies paid by liability insurers, medical payments insurers or other third-party payers to the extent necessary to satisfy your bill. 

2. You will not be required to pay co-payments/co-insurance and/or deductibles that would normally be required by your health benefit plan.

3. The cost of your treatment will be billed at the clinic’s usual rates rather than the discounted rates that routinely apply to services covered by your health benefit plan.

4. If the combined payments received from other sources do not fully satisfy your bill, you may be personally liable for any unpaid balance.

5. None of the charges for your treatment will be applied towards satisfying the annual deductibles associated with your health benefit plan.

If you elect TO file claims on your health insurance:


1.
Your health insurance should pay the cost of covered services associated with this accident/injury EXCEPT FOR copayments, co-insurance and/or deductibles, which you will be expected to pay directly to the clinic at the time services are rendered.

2.
You will be responsible for paying to the clinic the cost of any non-covered services you elect to receive, and your payment will be due at the time services are rendered.

3.
If your health benefit plan initially pays the clinic for your treatment and later determines that it is not legally responsible for payment, the plan administrator may require the clinic to refund to the plan all or part of the payments received. If that happens, you will become responsible for reimbursing the clinic the amount it was required to refund. 

4. Your health benefit plan requires the clinic to submit claims in a timely fashion and while timely filing requirements vary, most plans require claims to be filed within 3-6 months from date of service. If your action or inaction causes a claim to be submitted late, the claim could be denied, and you would be responsible for paying this clinic for those services which were denied.

Election not to file health insurance claims:

1. By my signature below, I attest that I have read and understand the above information regarding the options available to me and have been given an opportunity to ask questions and to have those questions answered.  

2. I hereby instruct the clinic not to file claims on my health insurance for services associated with this accident/injury, and I authorize the clinic to seek payment from, and send my treatment records to, other third-party payers who are potential sources of payment.

3. I understand that the clinic is relying on my decision not to file health insurance claims, and that with regards to claims related to this accident/injury, this decision is irrevocable. 

4. I understand that no subsequent action on my part shall impair the clinic’s right to bill and receive payments from third-party payers; subject only to any contractual obligation the clinic may have to my health benefit plan.

X______________________                                             ​​​​​​​​​​​​​​​​​______________________

Printed Name of Patient 



Printed Clinic Representative

X____________________________


___________________________

Signature of Patient 




Signature of Clinic Representative

(or parent/legal guardian, as applicable)

X____________________________


___________________________

Date:






Date:
A complete copy of this executed agreement 

must be maintained in the patient’s health care record, and a copy must be provided to the patient.
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