
Financial Agreement

For Payment of Services Rendered

Name of Patient: ________________________________________      Date of Birth:  _________________

Parent/Guardian: ________________________________________     Relationship:  __________________

I, ____________________________, understand that I am responsible for the payment for all services 
performed, for the above named patient or myself, at The Magical Ones. The Magical Ones provides insur-
ance billing services. Insurance is your form of payment, and thus your must check to see if your policy will 
cover the services you’re requesting. Please refer to The Magical Ones document ‘Checking Your Insurance 
Benefits’ for information on how to do that. This will assure that your payment for services is workable for your 
family budget.

Cancellation and no-show policy 

The Magical Ones requires a minimum of 24-hours notice if canceling an appointment.  If it is not an emer-
gency situation, and you cancel less than 24-hours before your scheduled appointment, or you don’t come to 
the visit, you may be charged for the cost of the visit. This fee is not paid by insurance.

Cash Payment Policy:

Payment in full is required at the time of service, by cash or check.

The Magical Ones  accepts cash or checks only.   

Please make checks out to  The Magical Ones.
 
Late policy

Please be on time for your appointments. If you are late, the appointment may be shortened, and end at the 
scheduled time. 

Please check the appropriate box below:

_____  I have insurance coverage: I will provide complete and correct information to the magical ones to 
assist in ensuring that my insurance pays for services rendered.  If any conflicts arise regarding payment on 
services, I agree to contact my insurance company to resolve the conflict upon notification.

_____  I have no insurance:  I am requesting services without any insurance coverage and I understand 
that payment for services is due upon the completion of my visit today unless prior arrangements have been 
agreed upon by the magical ones and myself. 
  
I acknowledge that I have read and fully understand this financial and fee policy.  I agree to the above stated 
fees and charges.  All of my questions have been answered. 

Payment of Co-Pays, Coinsurance and/or Deductibles is due at the time of service, by cash or check.

__________________________      _____________________ 
Signature of Patient/Guardian                                                        Date


