








 
Disclosure of Fees/ Payment Policy 

 
99201  Brief Initial History and Consultation     60.00 
99202  Brief Initial History and Exam      75.00 
99203  Intermediate Initial History and Exam     100.00 
99204  Comprehensive History and Exam      140.00 
 
99211  Min. Office Visit/ Re-evaluation (not needing doctors presence)  35.00 
99212  Brief Office Visit/ Re-evaluation      45.00 
99213  Limited Office Visit/ Re-evaluation      55.00 
99214   Intermediate Office Visit/ Re-evaluation     80.00 
 
97026  Infrared Hot/ Cold        35.00 
97035  Ultrasound/ Iontophoresis 15 minutes or less     45.00 
97032  Muscular Stimulation 15 minutes or less     55.00 
97124  Vibromassage         15.00 
 
97124  Massage Therapy 15 minutes or less      30.00 
97250  Myofascial Release 15 minutes      50.00 
99012  Mechanical Traction        30.00 
98940  Manipulation 1-2 Areas       60.00 
98941  Manipulation 3-4 Areas       75.00 
98943  Extra Spinal Manipulation       60.00 
98940-52 Office Visit/ Manipulation       55.00 
98940-52 Family Wellness Plan 
 
98940  Medicare Spinal Manipulation 1-2 Areas    29.48 
98941  Medicare Spinal Manipulation 3-4 Areas    41.12 
98942  Medicare Spinal Manipulation 5 Regions    52.82 
 
72040  X-rays  Cervical 2 Views      90.00 
72050  X-rays  Cervical 5 Views      130.00 
72100  X-rays  Lumbar 2 Views      100.00 
72070  X-rays  Thoracic 2 Views      100.00 
 
99070  Brace and Supports        Varies 
   Supplements         Varies 
 
I have read the above codes and fees and understand and know the cost of my care with my treating doctor.  I 
understand that I am responsible for payment of all deductibles and co-payments of my care.  I further understand 
that it is my responsibility to know my own insurance benefits and that Performance Chiropractic is not responsible 
for any discrepancy between what my coverage is and what was reported to us.  I understand that if I have a balance 
for medical services not paid, I will make a minimum payment of $50.00 each month or 20% (auto debit) of the 
outstanding balance whichever is greater.  If my balance is not paid in a timely and monthly fashion, I promise to 
pay any and all collection, court and attorney fees in the collection of my account.  I further understand that if my 
treatment is associated with a personal injury or accident claim, all medical bills will be paid at 100% of the above 
fee schedule regardless of the outcome of the case.  I understand that if a check or debit is returned for insufficient 
funds, I will be charged a $25.00 service charge. 
 

I have read and fully understand the above financial terms and prices. 
 
 
Signed                                                                                                                                  Date                                    .                     














