Dr. Johanna M. Hoeller DC, PS
4345 Roosevelt Way N.E., Seattle, WA 98105

Tel. 206-547-6370    Fax (206) 675-0890

Payment is due at the time of service:  We accept Cash, Check or Visa/ Mastercard.
24 hour Cancellation Policy and Appointment contract:

There will be a $30.00 fee charged for missed or cancelled appointments without 24 hours notice. An insurance provider will not pay for these charges to your account.  I understand that appointment times are given as estimated times that patients will be seen by the doctor.  I understand the length of the office visit is based on the needs of each individual patient in the clinic and that there may be minimal or extended delays.

Patient Signature:______________________________________Date______________
Motor Vehicle Accident Victims:


We bill open Personal Injury Protection (PIP) claims only. We do not bill third party insurance. 

If your insurance has not paid their estimated balance due within 60 days of the date of service, you will be required to pay the amount in full.  If any payment is subsequently made by the insurance company, it will be reimbursed to you, or applied to your account, whichever you request.

You will need to work with your adjuster or your attorney to insure that they pay in full. We will hold you responsible for the difference between your insurer’s payments and our fees.

If there is any dispute about any claim, for any reason, you will be required to pay the balance due, in full.

I assign directly to Dr. Johanna Hoeller all benefits, otherwise payable to me for services rendered.  I also authorize this office to release all information necessary to secure the payment of benefits.  I authorize the use of this signature on all insurance submissions whether manual or electronic.  I acknowledge that payment is due at the time of treatment.  I accept full financial responsibility for all charges not covered by insurance.

Patient Signature:______________________________________Date______________

Copies of Medical Records:

If at any point during or after your treatment you should desire a copy of your medical records, there will be a base fee of $23.00.  There will be a fee of $1.02 per page for the first 30 pages and $.78 per page for 31 pages or more.  Records will be released after receipt of a HIPAA compliant release form and an original signature.  Payment must be received within 30 days of release of records.  The preparation may take up to four weeks.  For any form that Dr. Johanna Hoeller is asked and agrees to fill out, there will be a minimum fee of $25.00 payable prior to completion of the form.  This fee will be billed directly to you and will not be filed with an insurance company or third party.

I have read the above information and agree to be responsible for all of the charges I incur in this office.
Patient Signature:______________________________________Date______________
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