
Blue Heron Wellness
Statement of  Patient Financial Responsibility

Patient Name: ______________________________________________________ DOB: 
_______________________

Insurance Coverage for Acupuncture Treatment

As a courtesy to our clients, Blue Heron Wellness has agreed to accept payment from insurance 
companies on your behalf.  We understand that this will make acupuncture treatment more affordable for you.   
We agree to bill for services and to collect payment from certain insurers on your behalf.  Please recognize that 
you are ultimately responsible for payment of  your bill.

Insurance Billing and Payments

You agree to allow Blue Heron Wellness to bill your insurer on your behalf.  Further, you authorize your 
insurer to pay any benefits for Acupuncture treatments directly to Blue Heron Wellness.  As you are ultimately 
responsible for payment of  services, you also agree to provide to and maintain a valid credit card for Blue Heron 
Wellness during this time.  

Payments Due from You

Your insurance carrier will cover the costs of  your treatment your insurance coverage permits.   Usually 
there are copayments, coinsurance, and deductibles that you may be required to pay.  These amounts will be 
outlined in the “Explanation of  Benefits” provided by your carrier.  We require that you provide a valid credit 
card.   We will charge only those amounts defined by your carrier as “Patient Responsible” amounts and we will 
send a receipt after we have processed the payment.  

TYPE OF CARD:      (Please circle)   VISA                      MASTERCARD                             AMERICAN EXPRESS

ACCOUNT NUMBER:   _________________________________________    EXPIRATION DATE:  ____________________

SECURITY CODE:  _________________________      NAME ON CARD:  _________________________________________

BILLING ADDRESS:  _____________________________________________________________________________________

_________________________________________________________________________________________________________

By signing this Statement below, you acknowledge that you have read the above policy regarding your 
financial responsibility to Blue Heron Wellness for providing Acupuncture services to you or the above named 
patient.  You certify that the information is, to the best of  your knowledge, true and accurate.  

Patient Signature ______________________________________ Date ___________________________

Guarantor Signature ___________________________________Date ___________________________
        (If  guarantor is not the patient)

Patient/Guarantor Signature ___________________________ Date ___________________________
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