GENERAL OFFICE POLICES:
1. Please notify us of any change in personal, medical or insurance information. We must
have your updated insurance information prior to any appointment.
2. Payment is due at the time of service unless other arrangements have been made.
3. Accounts greater than 60 days past due are subject to additional collection fees.
3.
4. Co-Payment is due the day of service. We will also collect fees for any services that will
be applied to your insurance deductible.
3.
5. $20 will be charged for missed appointments unless canceled at least 12 hours ahead.
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9. X-ray copies are available for $5 per sheet. CD’s are $10.
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