(YOUR NAME) CHIROPRACTIC CENTERPRIVATE 


Individual Consideration Contract for Patients


With Personal Financial Difficulties
I,_______________________________________________________________, 
agree to pay

THE USUAL FEE:  THE AGREED-UPON FEE:

___________

$_________________  per Initial Exam/Re-exam

___________

$_________________  per adjustment

___________

$_________________  per myofascial release

___________

$_________________  per electric-stim attended/unattended

___________

$_________________  per ______________________________

___________

$_________________  per ______________________________

I understand this is a cash discount, expressly granted due to

financial difficulties,  and is NOT a health prognosis or a treatment

plan.  This is done as a special arrangement with me.  I further

agree that NO 3rd Party Payment Claims will be submitted to any Party

without the expressed written permission of Dr. Frank M. Painter, D.C.

Furthermore, this contract may be terminated at any time by either 

Party, at which time our normal customary fees will be charged

accordingly from that time forward.

______________________________________________________

PATIENT

______________________________________________________

DATE
______________________________________________________

WITNESS
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