 Patient name:______________________________
Cash policy Quote:

An estimate of your fees quoted for today is as follows:

The exam 99203 patient responsibility is 80.00
The adjustment 98940 patient responsibility is $40.50
The electrical muscle stimulation 97014 patient responsibility is $18.50
The heat 97026 patient responsibility is $0

The myofascial 97140 patient responsibility is $0

The x-ray’s; patient responsibility is $80.00 to $110.00 each (depends on which x-rays are needed)
Any other services, supplements, pillows, supports, or additional future re-exams would be in addition to the above charges.

Future visits estimate of patient portion for; adjustments and therapies is $58.50
This is an estimate of what we believe your fees will be.
By signing this you clearly understand and agree to the fees and terms, of our office policy; (payment is due at time of service). 

Payment can be made by; cash, check, Visa, Master Card, or Discover Card.

Patient signature____________________________________________ date _________

