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Dr. Jacquelyn Hall-Davis, M.D.
1669 Windham Way, Suite B

O’Fallon, IL 62269

Phone: (618) 622-9240)
Fax: (618) 622-9241

We do our best to provide quality services to our clients. In order to preserve that mutually
trusting and respectful relationship, the client needs to assure that payment for services is made in

a timely manor.

PLEASE READ CAREFULLY
FORM MUST BE FILLED QUT COMPLETELY TO RECEIVE SERVICES

I. Standard insurance co-payments/ co-insurances are required at the time of
service. All cash accounts are expected o be paid at time services are
rendered.

There is a $25 fee for returned checks.
There is 2 $25 fee for Iate cancellations (less than 24 hours notice) and a $50

fee for no show appointments. Payment of these fees will be charged to your
credit card on the date of the missed appointment.

4. To secure payment for our services, we require that your credit card
information be kept on file for uncovered expenses or fees due to missed
appointments with less than 24 hours notice.

S. We will file with Tricare. However, if we have not received payment within
90 days, it becomes your responsibility and we will charge the balance to
your credit card.

6. Ifyou have a balance on your account, you will receive two bills in the mail.
If after those two bills we don’t receive a payment you will then receive a red
letter which will be a final notice. If you receive a final notice, please contact
the office to pay the balance or to set up a payment plan

SRS

I , have read, understood and agree to

(Print Name)
the terms and conditions as stated. Furthermore, I authorize Counseling Associates of

Southern Illinois to charge my credit card for any of the aforementioned fees, services not
covered by insurance, or charges that are in excess of what aforementioned covers (e.g.
co-pays) if applicable. All balances are due at the time services are rendered. If the
balance of your bill is in excess of $100 by the end of 3 months, we will charge your
credit card. You will be contacted by us 24 hours prior to charging your credif card.

Credit card: '~ Visa Mastercard - Discover

Credit card # Expiration Date

CVV (3 or 4 digit code) Zip code )

Date

Signature




- Dr. Jacquelyn Hall-Davis, M.D.
1669 Windham Way, Suite B

O’*Fallon, IL 62269 -
L Phone: (618) 622-9240 - |
" | e Fax: (618) 622-9241 '

Dr. Jackie H#l-Davis requests:

24 HOUR NOTICE POLICY

“When. cénceling your scheduled appointment

If you are unable to keep your scheduled appointment, please
kindly give 24hours notice of cancellation.

A $25 fee will be assessed to your acecount should you cancel -
within 24 hours. If you NO-SHOW for a scheduled
appointment time a $50 fee will be assessed. Payment of these
fees will be due upon receipt of a bill/ billed to your card on file
and 1s not bl]lab]e to your msurance camer .

**We appreciate your efforts in keéping your appointments or
cancelling them within 24 hours so that we are able to offer this

time to another client that may be waiting for an immediate
~ smpointment.









