














 

 

Patient Financial Policy 
Dr. Kevin Drumbore 

Center Street Chiropractic • 552 Main Street • Chatham, NJ  07928 

973-635-3100  
 

 

Your insurance plan is an agreement between you and your insurance carrier. We are not party to 

that contract. You are responsible to know your policy. You are responsible for your deductibles, 

coinsurance and co-pays. Payment is due at the time of services are rendered. We are non-participating 
with all insurance plans.  Your balance will become your responsibility if denied by your carrier for any 

reason. You reserve the right to appeal the reimbursement for services or lack of with your carrier 

pursuant to your health care insurance contract.  
Please be aware that some and perhaps all services which we provide may be considered 

uncovered services, and therefore considered not medically necessary under the Medicare program and 

other insurance carriers.  
If your insurance plan requires a referral prior to the commencement of treatment, it is your 

responsibility to have one prior to the commencement of examination or treatment.  

Our office plans an extensive portion of time to spend with you on each visit. Canceling or “no 

showing” causes a loss of this time, which could have been used to see other patients. We ask that you 
make every effort to keep your scheduled appointment. We reserve the right to charge you for the missed 

visit. This will not be covered by any insurance company. We ask that you please be considerate and help 

us to serve you better by keeping scheduled appointments.  
 

FEE SCHEDULE 
New Patient Examination                                 $ 300.00    
Re-Exam                                                           $   35.00              

Spinal Adjustment                                            $   80.00   

Medicare Spinal Adjustment:              

            1 -2 Regions                                       $   32.15 
    3- 4 Regions                                       $   46.53 

  5 Regions                                           $   60.06 

Extremity Adjustment                                       $   25.00 
Electro -Therapy             $   30.00 

Maintenance Adjustment                                  $   70.00   w/electro-therapy $ 90.00 

 (non-reimbursable by insurance)     

No Show Fee             $  25.00 
 

 

THIS FINANCIAL AGREEMENT IS A VALID CONTRACT BETWEEN THE PATIENT AND 
HEALTH CARE PROVIDER. I CERTIFY THAT I HAVE READ THE ABOVE INFORMATION, OR 

THAT THE INFORMATION HAS BEEN READ OR TRANSLATED TO ME, AND THAT I 

UNDERSTAND MY RIGHTS AND OBLIGATIONS AS A PATIENT UNDER THIS AGREEMENT.  

 

____________________________________   _______________________________  
Patient Name, (Printed)      Witness:  

Signature_______________________________   Date _________________________________________ 


