A. Notifier:

B. Patient Name: C. Identification Number:
IRy il e
Advance Beneficiary Notice of Noncoverage (ABN)
NOTE: If Medicare doesn’t pay for D. below, you may have to pay.
Medicare does not pay for everything, even some care that you or your health care provider have
good reason to think you need. We expect Medicare may not pay for the D. below.

n. - | E-Reason Medicare May Not Pay: | F. Estimated |

ol Cost
WHAT YOU NEED TO DO NOW:
* Read this notice, so you can make an informed decision about your care.
e Ask us any questions that you may have after you finish reading.
» Choose an option below about whether to receive the D. listed above.

Note: If you choose Option 1 or 2, we may help you to use any other insurance
that you might have, but Medicare cannot require us to do this.

| G. OprioNs: Check only one box. We cannot choose aboxforyou.

] OPTION 1. [ want the D. listed above. You may ask to be paid now, but |
also want Medicare billed for an official decision on payment, which is sent to me on a Medicare
Summary Notice (MSN). | understand that if Medicare doesn’t pay, | am responsible for
payment, but | can appeal to Medicare by following the directions on the MSN. If Medicare
does pay, you will refund any payments | made to you, less co-pays or deductibles.

[ OPTION 2. |wantthe D. listed above, but do not bill Medicare. You may
ask to be paid now as | am responsible for payment. | cannot appeal if Medicare is not billed.
L1 OPTION 3. | don’t want the D. listed above. | understand with this choice |

| am not responsible for payment, and | cannot appeal to see if Medicare would pay.
H. Additional Information:

This notice gives our opinion, not an official Medicare decision. If you have other questions on

this notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).

Signing below means that you have received and understand this notice. You also receive a copy.
l. Signature: J. Date:
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Wostinlicich
CHIROPRACTIC

OFFICE POLICY REGARDING MEDICARE

Westenhaver Chiropractic Center is a participating provider in Medicare’s provider network.
This means that we have agreed to accept Medicare assignment for all of our Medicare patients.
Under the assignment agreement, we have agreed to accept what Medicare allows as our full
. charge for services covered by Medicare.

Medicare, at this time, only allows payment for spinal manipulations by a Doctor of

iropractic. The doctor may need to take x-rays to fully diagnose your condition. X-rays are not
covered by Medicare and will be your responsibility to pay. In addition, Medicare does not pay
* for any examinations or treatment beyond what they feel is reasonable and necessary. You will
be responsible for these charges in full, if they are necessary. '

Medicare feels your treatment is medically necessary they will pay 80% of this charge and you
will be responsible for the remaining 20%, which is between $5.00 and $7.20 per treatment. If
your Medicare deductible has not been met, Medicare will apply these to your charges toward
your deductible and you will pay this office that portion applied to your deductible. Examination
and x-ray charges are non-covered services and do not count toward your Medicare deductible.

Periodic Re-Exams are necessary for the Doctor to determine need and frequency of treatment to
be administered. Medicare does not cover the charges incurred for Re-Exams. Payment of these
charges is the responsibility of the patient. '

Some patients have supplemental insurance that may cover the charges that Medicare does not
pay for. We will be happy to bill your supplemental insurance for you if you provide us with the
necessary information. ‘

I have read and understand the policy regarding Medicare assignment. I realize that [ am
responsible for all charges incurred to me. ‘

Signature ~ Date

7127 196th St. SW Suite 101 » Lynnwood, WA 98036 « Tel 425.775.6986 « Fax 425.774.3651
Web www.westenhaverchiropractic.com




LIFETIME AUTHORIZATION S Date_

f .PHYSICIAN/.SUPPLIE.R STy [ PATIENTS NAME
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- lrequest that payment of a_u‘thnrlze'd 'MEDICAHEberieﬂts bé ma'dg'_elt.ﬁgr to me gr'é;n my'.behalf ‘

to Dr. — e L for any services turnished me
by that Physician. | authotlze any holder of medical informatlon aboyit me to release to the

HEALTH CARE FINANCING ADMINISTHATION and'its agents any Information needed to

determine these benéfits or the beneflts_pa"yablé for related services. . . ., & -

) . o s stsﬁkfuﬁé = : . '
~ TOBEVALID THE LIFETIME AUTHORIZATION MUST BE PROPERLY SIGNED
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LIFETIME AUTHORIZATION

dian, etc. |
2. This form Is used In lieu of the patient's slgnature on the “Rg uest for
| Payme_nt” form HCFA 1500 and 8, therefore, an extenslon of tﬁat form.
Anyone who misrepresents or falsifies essentiaj Information in making

Medicare claims, may, upon conviction, be subjected to f| .
prisonment under Federal Law. s ‘ ne and Im




