










* Office Use Only:

Services 
o Day One 
o Cervical X- Ray
o Thoracic X- Ray
o Lumbar X- Ray 
o Adjustment 1-2
o Adjustment 3-4

Insurance Company:
o CMS
o SUPP
o BCBS
o BCBS State
o Aetna
o Cigna
o UHC
o Other:______________

Charges:
o Insurance Copay:____________
o Day One Special:_____________
o Cash Rate:__________________
o Other:______________________
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