
Resting Point Acupuncture, LLC 
David Magill, L. Ac., Dipl. Ac. 

3570 E. 12th Avenue, Suite 300, Denver, CO 80206 ~ 303-386-5376 ~ restingpointacupuncture.com 

Our Policies  and Fees

Payment & Insurance Coverage: 
Payment is due in full at the time of your visit.  For your convenience we accept cash (exact change 
appreciated), check, Visa, MasterCard.  See below for our current rates. 

We currently do accept Insurance. Check with us to verify that you are covered under your policy. For all other 
Insurances we will be happy to give you a copy of the bill to submit for reimbursement with your insurance 
company.  

No-Shows and Late Cancellations: 
Appointments must be canceled 24 hours in advance. If an appointment is canceled less than 24 hours in 
advance (and we are unable to fill your appointment time), or the appointment is forgotten (patient does not 
come or call), there will be no charge the first time. After that, the normal fee will be charged. 

Office Closures: 
In the event that we need to close the office due to bad weather or another emergency, we will call you to 
reschedule your appointment. 

Gift Certificates: 
Gift certificates are available and may only be redeemed for services provided by David Magill, L. Ac.   
Monetary refunds will not be given for any gift certificate.   

Fees: 

 Five Element Acupuncture treatment:  Focus is on mental, emotional and spiritual issues      

Initial treatment: $150 - 1.5 to 2 hour session  

Follow up: $125 - 1.5 hour session 

Standard Acupuncture Treatment: Focus is on physical pain and internal issues. 

Initial Treatment: $100 - 1.5 hour session 

Follow Up: $80 - 1 hour session 
  
Home Visits:  $200 - This includes travel, set up and a treatment. 

Insurance Claims for 
Injury Accidents  $150 - Per treatment billed to insurance company. 

Sliding Scale:              For Seniors and those on fixed or limited incomes we offer a sliding scale fee.                          
                                                    Please contact us about these reduced rates. 

I have read, understand and agree to the above policies and fees. 

____________________________________          ____________________________ 
Patient Signature                                                                               Date


