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Office Policies 

Cash Payment  

Payment is due at the time of treatment or consult unless otherwise 
arranged.  

Cancellations 
If you have to cancel an appointment, we require that you do so 24 hours in 
advance so that we have a chance to offer that time to another patient. If 
you cancel your appointment on the day it is scheduled, or don't show up 
for your appointment, you will be charged the full cost of your visit. If we 
are billing your insurance company for your treatments, and you miss your 
appointment, you will be charged the cash price for your session, as we 
cannot bill insurance for a missed appointment. In case of emergency, all 
fees will be waived. 

Supplements  

***Please initial here to indicate that you have read and understand 
our Dispensary Policies (you may take it with you)  Initial _________ Date 
__________ 

Statements 
Statements will be issued monthly. Please take care of any unpaid 
balances or contact us to set up other payment arrangements. We will do 
our best to accommodate your financial needs. Please make sure that we 
have your current address and contact information on file.   

Medical Insurance Carriers  

All co-pays due at time of service.  

If we are not in network with your insurance and the payment received does 
not meet our minimum price per treatment, you will be billed for the 
difference.  

If insurance checks are sent to you personally, you are responsible for 
signing over the check or making payment to Jade Mountain Medicine within 
14 business days.  

You are fully responsible for any fees not paid for by your insurance 
provider.  

As part of our medical services, Jade Mountain will verify insurance 
coverage for all new patients, but please be aware that although we will do 
our best to keep you informed, it is your responsibility to understand the 
details and limitations of your policy. 

 

Signature____________________________________________________  
Date____________	
    


