Dr. Todd Turnbull D.C., CCSP
5223 NE Sandy Blvd. Portland, OR  97213 [clinic]

PO Box 402 Government Camp, OR 97028 [correspondence]

Phone: 877-572-9574

OR License #  3850

NPI# 1578687901 

This Office does not bill MediCare

PATIENT INFORMATION, TO BE FILLED OUT BY PATIENT

Name: ____________________________________________________________________________

Address: __________________________________________________________________________

__________________________________________________________________________________

Birth date: ____________________________  Soc. Sec. No.: _______________________________

SEX:  (   ) M   (   ) F      Relationship to insured:  (   ) Self  (   ) Spouse  (   ) Child  (   ) Other 

Insured’s Name:____________________________________________________________________________

Address: (If different from above)__________________________________________________________________________

Insurance Carrier________________________________________________________________________

Ins. ID#_______________________________________   Group #___________________________

RELEASE: I hereby authorize undersigned physician to furnish information to my insurance carriers concerning this illness. 

SIGNED: (Patient 

or Parent, if Minor) ___________________________________________________________________Date:__________________________



Date of Service: ____________   Diagnosis:
1)_______________  2)________________ 3)_______________  4)_________________

Service:
           CPT Code
FEE

Exam/Counseling          New      Established


     Minimal

99211
______________

     Focused
99201
99212
______________

     Expanded
99202
99213
______________

     Detailed
99203
99214
______________

     Comprehensive
99204
99215
______________

Physical Medicine

     CMT, 1-2 regions                      98940         ______________

     CMT, 3-4 regions                      98941         ______________

     CMT, 5 regions                         98942         ______________

     CMT, extraspinal                      98943         ______________

    Myofascial Release
97140
______________

     Home Therapy

97535
______________

     Therapeutic Exercises
97110
______________

     Neuromuscular reeducation
97112
______________

     Mechanical Traction                97012        ______________
Service:

           CPT Code
FEE

Supplements / Supports
99070
______________

Foot, Arch Support. Removable    L3060 RT    _____________

Foot, Arch Support. Removable    L3060 LT    _____________

______________________________
 _____________

Copies of Records 

99080

($3.50 first page; $0.50/page thereafter)
______________

Narrative Reports

99080
______________



Subtotal

______________


Payment at time of service
______________



TOTAL FEE
______________



AMOUNT PAID
______________

Office policy concerning insurance:
 The patient can submit this receipt to her/his insurance carrier for reimbursement as determined by the insurance carrier.  This office does not accept responsibility for collecting the patient’s insurance claim or for negotiating a settlement on a disputed claim.


How to prepare your insurance claim:
 Contact your insurance company representative or medical plan carrier for a claim form.  Fill in your part of the form (usually Part One or Part A).  Attach a copy of this receipt to the claim form and submit it to the insurance company or health plan office.  This document serves as the “attending document statement”.
_________________________________

   Dr. Todd Turnbull D.C, CCSP.

REIMBURSE PATIENT DIRECTLY

