
Angela Jackson, L.Ac. 
1320 NW 20th Ave 

Portland, OR 97209 
Ph: 971.266.3410 

  
Term s and Conditions of Prepaym ent Plans 

 
This office offers two prepayment plans for cash paying patients. The patient is offered free 
treatment(s) in return for the patient's agreement to prepay for a specific number of visits in 
advance.  
  

● With the purchase of 5 at $120/session for a total of $600, the buyer receives one session 
free for a total of 6 sessions.  

● With the purchase of 9 treatments at $120/session for a total $1,080, the buyer receives 
two sessions free for a total of 11 sessions.  

  
If the patient decides not to continue treatment before the complete package of sessions has 
been finished, he or she may receive a full refund for any unused sessions without any penalty. 
The refund will be returned to the patient as a check for cash or check payments or as a refund 
directly on the credit card used for payment. Angela Jackson, L.Ac. has up to two full weeks from 
date of termination to refund the payment. The patient will be responsible for picking up the 
refund from the office during office hours. 
  
Payment of the prepayment plan will be taken in full on the day this contract is initially signed. 
  
I, _________________________________, agree to the above terms and conditions and allow 
Angela Jackson, L.Ac. to take payment for: 
  
_____ 5 treatments at $120/session for a total of $600. 
  
_____ 9 treatments at $120/session for a total of $1,080. 
  
  
__________________________________                                    _____________ 
                   Patient Signature                                                               Date 
  
  
Only sign with term ination:  I, _________________________________, wish to terminate my 
prepayment plan on the date of ____________________________ and will receive my full refund 
for all unused sessions no later than two weeks from this date in the amount of 
_________________.  
 
__________________________________                                    _____________ 
                   Patient Signature                                                               Date 


