Agreement of Payment for Service by Performance Acupuncture LLC

I understand that payment for services rendered by Performance Acupuncture LLC are my responsibility and are due at time of service.  If payment is denied by my insurance company, payment is 100% of my responsibility.  I understand that Chinese Herbal Medicine is not covered by insurance. Performance Acupuncture LLC makes no guarantees as to the efficacy of treatment.

Sign_________________________________________________        Date_________________________________
Insurance Information if applicable:

Name of Patient (print) _____________________________________________________________________

Insurance Company__________________________________________________________________________

Date of Birth__________________________________________________________________________________

Policy Number________________________________________________________________________________

Policy  Holder (if different than patient)___________________________________________________

Insurance Company__________________________________________________________________________

Date of Birth________________________________________________

I give Performance Acupuncture LLC permission to bill my insurance:

Signature_________________________________________________Date________________________
Performance Acupuncture LLC Cancellation Policy:
Please give a minimum of 24-hour notice for cancellation.

Each calendar year you have one no-show that you will not be billed for.  After that you will be charged full price for any no-show/cancellation with less than 24 hours notice.
Thank you for your understanding
Name (print)_______________________________________________________________
Sign__________________________________________________________    Date__________________________
