
Owens Chiropractic P.S. 
Owens Chiropractic PS  32123 1st Ave S., Suite A-3  Federal Way, WA 98003 (P) 253-831-4637 

 

 

Patient Signature____________________________________                                               Date_______________ 
 

Fee Schedule 

Our clinic likes to have a clear understanding with our patients as to our office policies and fees. Therefore, this form has been 

prepared for your convenience. Our main concern is your health and wellbeing. We will do our best to help you achieve your goals 

so that you can have a good quality of life. If you ever have any questions regarding your account, please ask the front desk.  

Insurance:  Please provide the front desk with your insurance card(s) and a copy of your driver’s license for security reasons. A card 

is needed on file for things that are unanticipated that are not covered for chiropractic and massage treatment as well as per the 

massage cancellation policy. Owens Chiropractic PS will do their due diligence to make sure that the claim processed correctly if 

using insurance, before charging card. Before charging the card, we will provide notice of the amount we are changing and why the 

card is being charged. 

Massage: We understand that in some cases you may need to cancel your scheduled appointment. Should you need to cancel, we 

ask for a minimum of 24-hour notice. Clients providing a least 24-hour notice may have appointments cancelled or rescheduled at no 

charge. Clients providing less than 24-hour notice for a cancellation will be charged a $35 late cancellation fee. Clients who fail to 

arrive at a scheduled appointment without providing notice will be charged a $60 no show fee. At the time of scheduling your 

massage, a Debit or Credit card is required to be on file, in the case of a cancellation without 24-hour notice, the cancellation fee 

can be charged. 

PIP/ Work-Related: If you are seeking care because of a motor vehicle collision and or work-related injury, please inform the front 

desk so that the appropriate forms can be filled out. 

IMPORTANT: All patients with or without insurance are responsible for payment at the time of service. We send out statements 

monthly. If your account becomes 120 days past due, we will send out a letter prior to collections, which gives you one last chance 

to pay your balance. If we still do not receive any payment or follow-up within 30 days from this letter, then you will be sent to a 

collection agency. 

Agreement: My signature below signifies my agreement to pay in full any co-pays, co-insurances, cancellation fees, or office charges 

for patients not using insurance or services not covered by insurance.  

Our office is a fully approved and accredited user of the Visa and MasterCard Healthcare Program which will enable you to use your 

Visa or MasterCard to automatically cover amounts not paid by your insurance. You may also choose a comfortable amount billed to 

your Visa or MasterCard monthly. If none of the options apply, please see the office manager.  

Service                               Fee 

Massage                                                                                                                                                                   $110.00-$240.00 
Chiropractic Examination                                                                                                                                    $80.00-$275.00 
Chiropractic Spinal Adjustment                                          $50.00-$80.00 
Chiropractic Extremity Adjustment                                       $30.00-$40.00 
Graston Technique                                                                                                                                    $25.00-$40.00 
Cold Laser                                                                          $35.00-$60.00 
Therapeutic Exercise/Rehab                                                                                                                                 $35.00-$60.00 
Xray                                                                          $45.00-$90.00 
 

1,__________________________________ hereby authorize Owens Chiropractic P.S. to initiate debit entries to my 

credit/debit card. 

Payment Arrangement 

____ Guarantee any amounts not covered by insurance with Visa/MC/Disc 

I have read and agree to the above billing statement. 


