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2719 E Madison St. Suite 203 Seattle, WA 98112 
Phone: 206 568 7545 Fax: 206 568 8298
5001 California Ave SW, Suite 111 Seattle, WA 98136 
 Phone: 206 257 4126 Fax: 206 708 1631

Glow Policies
We would like to take a moment to welcome you to our office and assure you that you will receive the very best care available for your condition. In order to familiarize you with the policies of this office we would like to explain how your medical bills and records will be handled. 
Explanation of Benefits:  Many insurance policies do cover acupuncture, chiropractic, naturopathy and massage therapy care but this office makes no representation that yours does. Insurance policies may vary greatly in terms of deductibles and percentages of coverage for services at this clinic. Because of the variance from one insurance policy to another, we require that you, the patient, be personally responsible for the payment of your deductibles, copays, as well as any unpaid balances in this office. We recommend that you call to verify your benefits. We will do our best to verify your insurance coverage as a courtesy, and will bill your insurance in a timely manner. 
Billing:	The first acupuncture treatment is generally billed with three codes. The first code is for initial evaluation, management and consultation of the chief complaint(s). The additional codes are specific to the acupuncture treatment. Massage is generally billed with one code and four units.
Assignment of Benefit:	If your insurance carrier sends payments to you for services rendered in this office, you agree to send or bring those payments to this office upon receipt. If you pay for your visits in full, then the payments should be sent directly to you from the insurance company.
Release of Information: 	 If your insurance company requires medical reports or records to document your treatment or progress, your signature below authorizes this office to release the medical information necessary to process your claim, “I hereby acknowledge that I have received a copy of this practice’s NOTICE OF PRIVACY PRACTICES. I understand that if I have questions or complaints regarding my privacy rights that I may contact the office. I further understand that the practice will offer me updates to this NOTICE OF PRIVACY PRACTICES should it be amended, modified, or changed in any way.”
Voluntary Termination of Care:   If you suspend or terminate your care at any time, your portion of all charges for professional services is immediately due and payable to this office. All services rendered by this office are charged directly to you, and you, ultimately will personally be responsible for payment regardless of your insurance coverage.
Cancelation Policy: Your appointment time is reserved just for you. A late cancellation or missed visit leaves a hole in the therapists’ day that could have been filled by another patient. As such, we require 48 hours notice for any cancellations or changes to your appointment. Patients who provide less than 48 hours notice, or miss their appointment, will be charged a cancellation fee.
Email Disclosure:   While we strive to maintain security, the email system used by Glow is not encrypted and so does not adhere to HIPPA standards. You may choose to opt out of receiving email with personal health information. Opt out_________.
We hope that answers any questions you might have concerning the policies of this office. Once again, we welcome you to our office and will be glad to answer any further questions that you might have. I have read and agree to the policies.

_______________________________________		_____________________________      __________________                              Patient or Representative Name (please print)		Patient or Representative Signature        Date
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