
Irwin Family Chiroprac1c Clinic, Inc. 

ACCEPTANCE OF FINANCIAL RESPONSIBILITY 

The Doctors and Staff at Irwin Family Chiroprac9c Clinic appreciate the confidence 
you have shown in choosing us for your health care needs.  We are commiAed to 
providing you with the best possible chiroprac9c care. 

The services in which you have elected to par9cipate imply a financial responsibility 
on your part.  This obligates you to ul9mately ensure payment in full for our services.  
On your behalf, we will bill your insurance company for appropriate services for 
which it is responsible.  For example, if a pa9ent has a car accident and has 
successfully opened a medical claim, that car insurance company is typically 
responsible for all treatments rendered for injuries sustained from that accident un9l 
either the doctor declares the pa9ent at Maximum Medical Improvement or an 
Independent Medical Doctor declares the treatment no longer reasonable or 
necessary.  Once one of these two declara9ons has occurred, then another 
insurance company can be billed such as the pa9ent’s personal insurance (Highmark, 
UPMC, etc.).  This example is not limited to Motor Vehicle Accidents but would apply 
also to similar situa9ons of Workers’ Compensa9on and the like.  Please be aware 
that if, for example, an auto claim is reaching the maximum amount of medical 
monies payable, we will be asking for a LeAer of Protec9on (a wriAen statement 
ensuring inclusion of our bills to be paid at the conclusion of seAlement) from the 
pa9ent’s aAorney.  If the pa9ent is not using legal counsel, then payment of the 
balance due should be arranged directly with Irwin Family Chiroprac9c Clinic. 

Finally, all pa9ents should be aware of their current insurance coverage, deduc9bles 
and co-pays.  It is the pa9ent’s responsibility to know whether or not a referral or 
authoriza9on is needed prior to his/her appointment.  We certainly appreciate your 
patronage and have created this form to protect us all financially and to reduce 
confusion with the doctor/pa9ent rela9onship. 

Printed Name: _____________________ Signature: _____________________   

Date: _______________ 

Office Use Only: 

Witnessed by: _______________________________ 


