ERICKSON CLINIC OF CHIROPRACTIC
3000 BETHESDA PLACE, SUITE 401-402
WINSTON-SALEM, NC 27103
TELEPHONE: (336) 760-1333
FAX: (336) 760-9111
www.ericksonchiropractic.com

RICK M. ERICKSON, D.C MINIMIZING PA
MEGAN A. ERICKSON, D.C. MAXIMIZING FUNCTION

Non-Covered Services Acknowledgement Form

Patients are responsible for co-payments, percestamd deductibles for covered services as wéliaa® services
that exceed benefit limits. You are also respdedilr all non-covered services as defined by ywalth plan con-
tract or redefined by a third-party processor.

We make every effort to inform our patients of thesurance benefits / limitations. A quotatiorbehefits by your
insurance company, is not a guarantee of payniaatirance coverage is based on medical necessigfiagd by
your insurance company. For example, visit fregyggaps in care) can be an indication that cayeefalls out-
side the parameters covered by your plan.

Dr. Erickson believes that the following service@jhough not covered by your health insurance garimportant

part of your chiropractic care and recommendsyhatreceive these services as part of your cutreatment plan.
Services may include the following:

. Limited coverage / minimal services, such asdpes or services not authorized
by your primary care physician

. Certain services not covered by your insurangpggrts, supplements, pillows , x-ray interpreta-
tion “Triad Radiology”, and often multipleray views are limited by insurance coverage)

. Rehabilitative, maintenance, supportive, wellnetsctive care, as needed care (PRN).

With my signature below, | indicate that the Eriek<Clinic has notified me in advance that, the ises// products
listed above are not covered by my health plaagrée to be personally and fully responsible ferghyment of
these products / services provided by the Erick3amic.

Print Name:

Signature: Date:
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