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CHIROPRACTIC






	Payment Plans

	
	Individual
Plan
	Family

Plan 

	
	
	
	

	12 week program with supplements $1000
	
	
	

	1 Payment-20% savings 
	
	$800
	$1192

	3 Payments-15% savings
	
	$283
	$422

	
	
	
	

	12 week Individual program
$600         
	
	
	

	1 Payment-10% savings 
	
	$540
	$621

	3 Payments-5% savings
	
	$190
	$218

	
	
	
	

	FLT Basic Training
$300
	
	
	

	1 Payment– 5% savings
	
	$270
	$310

	3 Payments
	
	$100
	$115


*Family Plan includes BIA testing for one additional person and shared included consultations. Plan A also includes an additional $400 supplement credit for the second person.



FLT Lifestyle Makeover


12 Week individual program      (detailed to right) PLUS


$400 credit for supplements prescribed during program 





FLT 12 Week Program


12 week individual program   Individual Initial Visit 1.5 hour


6 BIA tests 


6 follow up visits


 





FLT Basic Training


Initial Group Class (2 hours)


Personalized Program


3 BIA tests


 2 follow up visits


 





All FirstLine Therapy programs include:


Personalized meal planning, Guidebook and Individual consultation


BIA testing and interpretation


Lifestyle Education to help you regain your health


*Individualized recommendations for health maintenance and follow up*





Plan A 


 





Plan C


 





Plan B





Plan C


 





*All services will be applied to account balances at the full cost of care ($45.00 per office visit).  If you terminate your program of care prematurely, we will calculate the balance owed based on services provided at full cost, up to and including the last date of care.  If a monthly plan is chosen, payment will be automatically deducted from your account provided on the 1st or the 15th of  each month 


specified below.


	


 


 


Visit Plan:   _______________      Payment Plan (check one):    (  ) 1 Payment       (  )  12 Payments


 


Credit card # (Monthly only):______________________________  Exp.:______  Payment Day: ______1st _____15th


 


Billing Address:_____________________________________________________________________________________


 


Signature:____________________________________________________________________   Date:________________


 


Plan Agreement        Start Date:_________________     End Date:____________________   





*All services will be applied to account balances at the full cost of care ($45.00 per office visit).  If you terminate your program of care prematurely, we will calculate the balance owed based on services provided at full cost, up to and including the last date of care.  If a monthly plan is chosen, payment will be automatically deducted from your account provided on the 1st or the 15th of  each month 


specified below.


	


 


 


Visit Plan:   _______________      Payment Plan (check one):    (  ) 1 Payment       (  )  12 Payments


 


Credit card # (Monthly only):______________________________  Exp.:______  Payment Day: ______1st _____15th


 


Billing Address:_____________________________________________________________________________________


 


Signature:____________________________________________________________________   Date:________________


 


Plan Agreement        Start Date:_________________     End Date:____________________   





All services will be applied to account balances at the full cost of care. If you terminate your program of care prematurely, we will calculate the balance owed based on services provided at full cost, up to and including the last date of care.  If a monthly plan is chosen, payment will be automatically deducted from your account provided on the 1st or the 15th of each month specified below.


	


 


 


Visit Plan:   _______________      Payment Plan (check one):    (  ) 1 Payment       (  )  12 Payments


 


Credit card # (Monthly only):______________________________  Exp.:______  Payment Day: ______1st _____15th


 


Billing Address:_____________________________________________________________________________________


 


Signature:____________________________________________________________________   Date:________________




















