
Aldridge-Mead Chiropractic, Inc. 
130 W. Main Street 

Newark, OH  43055 
 

 
 
PAYMENT POLICY FOR _______________________________________________       ______________ 

                                                                                    Name                                                              Date 
 

Visits to our office are payable when services are rendered.  We accept checks, cash, Visa, and MasterCard. 
 
WORKER’S COMPENSATION – This office DOES NOT participate in worker’s compensation cases.  Should 

you request care, it is to be understood that we will not submit paperwork to worker’s compensation and 
PAYMENT IS REQUIRED ON YOUR ACCOUNT.  Notify the front desk immediately if you were hurt at 

work. 
 
PERSONAL INJURY/ AUTO ACCIDENTS -  It is the policy of this office to file all claims through YOUR 

insurance company, regardless of who is at fault.  If you have retained an attorney, notify us immediately so we 
can deal directly with him or her.  PAYMENTS ON YOUR ACCOUNT ARE REQUIRED.  A credit guarantee 

auto insurance assignment must be signed. 
 
PRIVATE PAY – Payment is due when services are rendered.  Payments at the time of service will receive a 

TIME OF SERVICE DISCOUNT.   
 

HEALTH INSURANCE/MAJOR MEDICAL – Most insurance companies provide you with coverage for 
chiropractic care.  We accept Medical Mutual, Anthem, Blue Cross/Blue Shield, Core Source, Ohio PPO 
Connect, and Med Ben.  We do not submit secondary insurance. 

 
MEDICARE – Our office does not accept Medicare assignment.  We are required to file your Medicare.   

Payment is due at time of service.  Medicare payments will be mailed directly to you.  Therefore, payment on 
your account is required.  THERE IS NO GUARANTEE MEDICARE WILL COVER OR PAY FOR 

CHIROPRACTIC SERVICE.   

 

MEDICAID – This office does not participate in Medicaid programs. 

 
You are responsible for any fees, legal or otherwise, incurred in collecting payment of your account should it 
become past due. 

 
 

TO AVOID A $20.00 MISSED APPOINTMENT FEE, YOU MUST CALL PRIOR TO YOUR 

SCHEDULED TIME WHEN YOU ARE UNABLE TO KEEP ANY APPOINTMENT. 

 

 

 

Signed_________________________________________________________     Date _______________ 
 
 

Witness________________________________________________________     Date________________ 


