
MORGAN HILL ACUPUNCTURE 
FEES, INSURANCE, CASH & PAYMENT AGREEMENT FOR 

ACUPUNCTURE & ORIENTAL MEDICINE CARE 
 
 
CANCELING OR CHANGING APPOINTMENTS: 
We will set a specific course of treatment for you.  A certain number of visits in a set amount of time are 
required to get results.  If you need to change or cancel an appointment, be sure to make up the 
appointment within a week.  If, for some reason, you need to cancel an appointment, please call ahead and 
let us know so that we may accommodate another patient at that time.  A no show without cancellation 
notice 24 hours prior to the scheduled appointment is subject to a $35 cancellation fee.  
 
PAYMENT AT TIME OF SERVICE 
Payment is due at the time services are rendered.  If you have insurance, we can electronically bill your 
insurance as a courtesy to you.  Your insurance company will reimburse you directly.  However, it is your 
responsibility to follow-up with your insurance company should there be any delay in payment to you.   
 
ADVANCED PAYMENT ARRANGEMENTS 
In cases where payment arrangements have been made with our office and your account becomes past due, 
we reserve the right to add a financial charge at an interest rate of 1.5% per month for every month that an 
account remains overdue, after 30 days. 
 
FEES 
The fees charged at this office are comparable to those charged by other specialists with similar 
qualifications in this geographic area.  The fees for office services are payable at the time of the visit, 
except in certain cases where arrangements have been made with our office.    
 
For your information, some of our fees are as follows: 
 
Initial Consultation + Treatment      $100 
 
1 Hour Session        $75 
Includes: acupuncture, electroacupuncture, moxabustion,  
Cupping, herbal consultation 
 
Half Hour Session       $45 
Acupuncture or Herbal Consultation Only 
*Not all patients are eligible for ½ hour sessions 
 
Herbal Formulas  Additional Charge  

Will be discussed before dispensing 
 
 
 
 
________________________________________________________     _____________________ 
Patient Signature   Date 


