	                                                HAMPTON WELLNESS CENTRE
	 
	 
	 
	 

	 
	
	
	HEALTH INVESTMENT PLAN
	
	
	
	 

	 
	(RECOMMENDED SAVINGS PROGRAM FOR OPTIMAL SPINAL CORRECTION)
	 

	 
	
	
	
	
	
	
	
	
	
	 

	PATIENT NAME:
	
	
	
	
	
	
	
	
	 

	 
	
	
	
	
	
	
	
	
	
	 

	CARE:
	
	
	
	
	
	PER ADJUSTMENT CHARGE
	
	
	OUR PLAN

	 
	
	
	
	
	
	
	
	
	
	 

	3
	X /week
	for
	6
	weeks 
	       =
	18
	
	
	
	 

	2
	X /week
	for
	6
	weeks 
	=
	12
	
	
	
	 

	1
	X week
	for
	14
	weeks 
	 =
	14
	
	
	
	 

	44
	adjustments @
	30
	per adjustment = 
	1320.00
	
	
	1320.00
	 

	 
	
	
	
	
	
	
	
	
	
	 

	re-examinations and x-rays
	
	
	+
	85.00
	
	
	INCLUDED

	 
	
	
	
	
	
	
	
	
	
	 

	cervical traction in-ofice
	
	
	+
	325.00
	
	
	INCLUDED

	 
	
	
	
	
	
	
	
	
	
	 

	cervical traction home unit
	
	
	+
	89.00
	
	
	INCLUDED

	 
	
	
	
	
	
	
	
	
	
	 

	 
	
	
	
	
	
	________
	
	________

	 
	
	
	
	
	
	1819.00
	
	
	1320.00
	 

	 
	
	
	
	
	
	
	
	
	
	 

	 
	
	
	
	
	
	
	
	
	 SAVINGS

	 
	
	
	
	
	
	
	
	
	499.00
	 

	PAYMENT OPTIONS:
	
	
	
	
	
	
	
	 

	 
	
	
	
	
	
	
	
	
	
	 

	1)
	1 PAYMENT WITH
	
	
	
	
	
	
	
	 

	 
	    10% SAVINGS
	
	
	 $ 1,188.00 
	
	
	
	
	 

	 
	
	
	
	
	
	
	
	
	
	 

	2)
	2 INSTALLMENTS WITH 5% SAVINGS 
	 $    627.00 
	X 2
	
	
	
	 

	 
	50% TODAY AND 50% IN 30 DAYS
	
	
	
	
	
	
	 

	 
	
	
	
	
	
	
	
	
	
	 

	3)
	SCOTIALINE VISA ACCOUNT (SAVE 10%)
	 $ 1,188.00 
	
	
	
	
	 

	 
	    DEPENDENT ON CREDIT APPROVAL
	
	
	
	
	
	 

	 
	    PRIME + 1% - 2%
	
	
	
	
	
	
	
	 

	 
	
	
	
	
	
	
	
	
	
	 

	EXTENDED BENEFITS
	
	
	 $           -   
	
	
	
	
	 

	 
	
	
	
	
	
	
	
	
	
	 

	DOCTOR RECOMMENDED CARE:  NO CHARGE FOR ADDITIONAL ADJUSTMENTS REQUIRED IN OUR OFFICE IF THE DOCTOR

	DEEMS THEM NECESSARY.  (DOES NOT APPLY TO ACUPUNCTURE, WORKERS COMPENSATION OR PERSONAL INJURY CASES

	TIME PERIOD WILL BE FROZEN WHILE THESE CASES ARE OPEN)
	
	
	
	
	 

	 
	
	
	
	
	
	
	
	
	
	 

	SIGNED AGREEMENT: AMOUNT PLACED IN A SPECIAL ACCOUNT, NOT TAKEN OUT UNTIL SERVICES RENDERED.
	 

	IF, FOR ANY REASON, YOU DECIDE TO STOP CARE, THE UNUSED PORTION OF MONEY WILL BE RETURNED (PRORATED FOR

	SERVICES RENDERED).  ANY BALANCE OWING WILL BE DUE IMMEDIATELY UPON STOPPING CARE.
	
	 

	 
	
	
	
	
	
	
	
	
	
	 

	OUR GUARANTEE:  IF FOR ANY REASON, YOU ARE NOT SATISFIED WITH OUR LEVEL OF SERVICE DURING THE FIRST 2 WEEKS

	OF YOUR CHIROPRACTIC CARE, ALL MONIES FROM THE BEGINNING OF YOUR CARE WILL BE CHEERFULLY REFUNDED.

	 
	
	
	
	
	
	
	
	
	
	 

	OFFICE POLICY:
	
	
	
	
	
	
	
	
	 

	 
	
	
	
	
	
	
	
	
	
	 

	I HAVE AGREED TO PAY HAMPTON WELLNESS CENTRE_______________________WITH EITHER A VOIDED CHEQUE 
	 

	(PRE-AUTHORIZED PAYMENTS), POST-DATED CHEQUES, OR WITH MY CREDIT CARD ON THE 1ST OR 15TH OF EACH MONTH.

	 
	
	
	
	
	
	
	
	
	
	 

	VISA/MC #_________________________________________________________ EXPIRY DATE:___________________

	 
	
	
	
	
	
	
	
	
	
	 

	PATIENT:__________________________________________________ CA:________________ DATE:___________________


