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**IMPORTANT INSURANCE INFORMATION** 

 
Dr. Jeffrey P. Haggquist, D.O., PLLC, and The Flexibility, Sports & 
Rehabilitation Clinic is a FEE-FOR-SERVICE clinic – we are not responsible to 
your insurance company for any service(s) and or product(s).  These include, but 
are not limited to: physician fees, therapeutic exercise and office visit charges.  
 
Fees   
 
At the end of your visit Dr. Haggquist, D.O., PLLC, will provide a sales receipt which contains 
a record of your payment, procedure code(s) and diagnosis code(s).  All charges are 
payable to this office at the time services are rendered.  

 
The receipt may be submitted to your insurance company. We will not, under any 
circumstances, change any diagnosis or coding.  It is your responsibility to submit 
paperwork for expenses paid and to address any problems or issues directly with your 
insurance company.  

 
We do not participate with any HMO or with Medicare. 

 
The treatment that Dr. Jeffrey P. Haggquist, D.O., PLLC, prescribes includes Active Isolated 
Stretching and Strengthening (AIS), a therapeutic exercise. Please be aware that although 
our services are a medical specialty (Physical Medicine & Rehabilitation), because of the 
dynamic nature of the healthcare industry, reimbursement by your health plan may take 
persistence and focus and is NOT guaranteed. 

 

Important Note:   

Certain procedures require pre-authorization. Pre-authorization does not guarantee full 
payment. Please contact your insurance company prior to scheduling any therapy 

appointments.   
                                                                             

 
 
I, (print name)__________________________________________________________ 
understand the policy regarding health insurance and the charges of Dr. Jeffrey P. 
Haggquist, D.O., PLLC, and The Flexibility, Sports & Rehabilitation Clinic. 
 
______________                                                         ____________________________ 
Date                                                                                Signature 
______________                                                         ____________________________ 
Date                                                                                Witness of Staff Member 


