Your Office Name Here
Chiropractic Adjustment Plan (CAP) for an Individual

For CLA Members Only

Name __________________________________________ Plan period from __________ to __________

Subluxation degeneration phase _____________________

_____ Estimated # of adjustments @ $30. per visit =



$__________________

_____ Estimated # of periodic progress exams @ $25. per exam =

$__________________

_____ Estimated # of therapeutic/rehabilitative services @ $10. each =   

$__________________

_____ Estimated # of Extremity adjustments @ $10. each


$_________________


Total estimated cost =







$__________________

Please select one of the following payment options:
· Prepayment Option - Save 5%

Prepayment discount =






( $________________ )
Net prepayment =







$__________________






OR
· Pay Monthly Installments

Patient responsibility divided by _____ months =



$____________/month


I authorize you to charge the monthly amount above on my debit/credit card for _____ consecutive months on the (circle one) 1st    or   15th   of each month beginning on (date) ______________________________
Name on Card: _____________________________________________Expire Date ____________

Debit/Credit card #   _________________________________________________CVV# _________

Phone # _________________________________Email: ___________________________________

I agree to participate in a Chiropractic Adjustment Plan and know that should I choose to discontinue my care at any time, the cost of my care will be calculated on a per visit basis, and I will either a) be responsible for the outstanding balance or b) receive a refund on the care paid for in advance but not yet received. 
I understand that during the time period covered by this plan, if I am involved in an accident that causes new injuries and third party involvement, my Chiropractic Adjustment Plan will be suspended and completely reevaluated.

· Family Plan

I see the importance of having my family participate in a Chiropractic Adjustment Plan.  I would like more information on how to participate with my family and enjoy BIG savings.
__________________________________________________________________________________________


Patient signature   








     Date


