
 

Worthington Wellness Center Financial Policy 

 

Welcome to Worthington Wellness Center.  We are happy to serve you as a 

patient.  Our goal is to provide the highest quality of healthcare possible for 

our patients.  In order to achieve our goal, we need your commitment as well: 

 

*We urge our patients to follow the Doctor’s recommendations for care.  Please 

keep your appointments as scheduled or call our office within 24 hours to make 

any changes.  In order to attain the level of improvement we both desire, 

instructions for care must be followed. 

 

*In order to complete monthly insurance/HSA forms we need current, accurate 

insurance information for you and your dependants.  We will do our best to 

confirm your eligibility and level of insurance coverage for chiropractic care.  

However, it is ultimately your responsibility to know your own insurance 

benefits in relation to what your insurance covers, and what it doesn’t. 

 

*All fees will be paid on the same day of service unless other agreements for 

payment are made and agreed by both doctor and patient.  Monthly forms for 

insurance/HSA will be completed by the office and submitted by the patient for all 

third party payments.  This policy applies to all Major Medical insurance plans.  

All financial fees will be explained before the service is rendered and the bill is 

incurred. 

 

*Payment for non-covered services deductible and co-payment amount are due on 

the day of service.  This policy only applies to Medicare, Medical assistance, auto 

insurances, and Workman’s Compensation insurances. 

 

*Accounts past 30 days old with no attempt at payment may be subject to a 5% 

monthly finance charge, which will be added to the account at the beginning of the 

month. 

 

*If you have any questions about your individual insurance or any of our financial 

policies, please ask.  If you need to make special arrangements, please ask.  We 

will never deny care to anyone based solely on ability to pay.  We will do 

everything possible to meet your financial needs.. 
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