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CEDAR CHIROPRACTIC & SPORTS
77 West Main Street Lower Level Suite LL103 Hopkinton MA 01748 
Telephone: (508)435-8182  Fax: (508)435-8182

Patient Acknowledgment and Financial Responsibility Agreement

I, [Patient's Name]______________________________, hereby acknowledge that I have been informed about the medical treatment that will be rendered to me. I understand that while my insurance may cover a portion of the charges, I am fully responsible for any outstanding balances that are not covered by my insurance provider.

I also acknowledge that all payment transactions are final and that there will be no refunds issued, except in the case where I have a credit balance on my account. I understand that it is my responsibility to verify my insurance coverage and to understand the terms of my policy.

By signing below, I confirm that I have read and understood this statement and agree to the terms outlined regarding my financial responsibility for the medical treatment provided.

**Patient Signature:** ___________________________ 

**Date:** ___________________________ 

**Provider's Signature:** ___________________________ 

**Date:** ___________________________
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