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WORKERS’ COMPENSATION ACKNOWLEDGMENT

1 do hereby acknowledge that | am receiving (or am about to receive) health care
services at the Stow-Kent Chiropractic Clinic, Inc. due to an industrial work
injury. 1 have been advised that the doctor providing the services is willing to
wait for payment for these services, provided that my managed care organization
(MCO) and the bureau of workers compensation (BWC) approves these visits.

1 understand that in case my MCO or the BWC denies the recommended
treatments, | must provide the clinic with my heafth insurance information upon
the onset of care. My health insurance will not be billed unfess my MCO or the
BWC denies the services and the claim then becomes a liability. If my MCO or
the BWC denies treatment and |1 do not have health insurance coverage at the
time of service, | understand 1 am liable for the outstanding balance and I will
pay the balance in full upon notice of the denial.

I 1 have an existing claim, 1 understand that | am being held responsible to
provide Stow-Kent Chiropractic, Inc. with my MCO information, the date of injury,
and my claim number. f | have a new claim, 1 understand that 1 am being held
responsibie to provide Stow-Kent Chiropractic Clinic, Inc. with my MCO
information and the date of injury. This information is necessary in order for
the clinic to collect money due for services rendered to me. If | fail to provide
the clinic with this information within 24 hours after my initial visit, I will be held
liable for payment as the services are rendered.

1 understand and agree with the above conditions. | also agree and understand
that there will be a $5.00 missed appointment fee if 1 should fail to cafl and
cancel an appointment. This fee will be due and payable on my next scheduled
visit.

Dated the day of ;19

Patient’s Signature





