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Patient Financial Agreement

Naturopathic Medicine Extended First Office Call: 

· This fee is charged the first time a patient with multiple health concerns is seen by Dr. Fitzpatrick.

· This fee is charged the first time a patient is seen by Dr. Fitzpatrick for a psychiatric medical evaluation.

· This is an extended visit; allow 1 ½ hours for consultation, evaluation and treatment.

· Please bring your medical records and list of health concerns relative to the conditions you are being seen for, if possible.

Naturopathic Medicine Return Office Call: 

· Allow approximately 45 minutes for this visit, unless Dr. Fitzpatrick recommends additional time.

Craniosacral Therapy: The fee is based upon approximately 1 hour for this visit.

Microcurrent Treatment:  per 15 minutes

Cancellation Charge: 

· We request and appreciate a minimum of 24 hour notice.

· A fee of $75 will be charged if 24 hour notice is not given.  

Payment:

· Payment for visit co-pays and/or medication and supplements is to be rendered at time of service and can be made by cash, check, or money order.

· There is a minimum billing fee of 12% APR for account balances due beyond 30 days.

· There is a $35 NSF fee on all returned checks.

· Patients will be held responsible for non-payment by their insurance company.  Accounts unpaid by the insurance company greater than 90 days will be billed to the patient. 

· Outstanding balances greater than 120 days will be turned over to a collection agency unless prior arrangements have been made with Dr. Fitzpatrick in writing.

Dr. Moira Fitzpatrick is committed to providing quality care for your naturopathic medical needs.  Our office appreciates your patronage.

IF I HAVE INSURANCE, I UNDERSTAND THAT I AM RESPONSIBLE TO READ MY MEDICAL BENEFIT BOOK AND UNDERSTAND IT.  WHEN APPLICABE, I AM RESPONSIBLE TO PAY A PERCENTAGE OF THE COST OF MY VISIT AT THE TIME OF TREATMENT.  I AGREE THAT I AM FULLY RESPONSIBLE FOR THE TOTAL PAYMENT OF ALL PROCEDURES PERFORMED IN THIS OFFICE.  THIS INCLUDES ANY TREATMENT THAT IS NOT A BENEFIT OF ANY MEDICAL INSURANCE THAT I MAY HAVE

I, ________________________________________________​​​ agree to the above defined financial policies of Dr. Moira Fitzpatrick.  In the case of default of payment, I am responsible for full payment of the balance, interest accrued, and any collection costs and legal fees incurred to collect on this account.

I, the undersigned, have read, understand, and accept the information and conditions specified in this document.

___________________________________________________________

_____________________

Patient Signature



Print Name



Date
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