OMB Control Number [XXXX-XXXX]
Expiration Date [MM/DD/YYYY]

You have the right to receive a “Good Faith Estimate”
explaining how much your medical care will cost

Under the law, health care providers need to give patients who don’t have
insurance or who are not using insurance an estimate of the bill for medical
items and services.

¢ You have the right to receive a Good Faith Estimate for the total
expected cost of any non-emergency items or services. This includes
related costs like medical tests, prescription drugs, equipment, and
hospital fees.

e Make sure your health care provider gives you a Good Faith Estimate
in writing at least 1 business day before your medical service or item.
You can also ask your health care provider, and any other provider you
choose, for a Good Faith Estimate before you schedule an item or
service.

e If you receive a bill that is at least $400 more than your Good Faith
Estimate, you can dispute the bill.

e Make sure to save a copy or picture of your Good Faith Estimate.

For questions or more information about your right to a Good Faith Estimate, visit
www.cms.gov/nosurprises or call [INSERT PHONE NUMBER].



http://www.cms.gov/nosurprises

Stoiber HealthCare, SC
Dr. Mozelle Stoiber, DC Dr. Arien Stoiber-Alde, DC
1210 Parkwood Drive, Wisconsin Rapids, WI 54494
[Phone Number]715-424-4646

Good Faith Estimate

Patient Name: Date
of Birth:

Estimated Services and Items Date of Appointment
Description Diagnosis Code | Service Code Quantity Expected Cost
(clear language) (ICD-10 Code) (CPT, HCPCS, DRG)
Exam (P) 9920-99203 1 $80.00-110.00
Spinal Adjustment (R) M99.01-M9905 98940-98941-98942 $50.00-$60.00
Extremity Adjustment (R) M99.06-M99.07 98943 $50.00
Therapeutic Modalities (R) 97014-97035-97039 $30.00
Manual Therapy (R) 97140 $40.00
X-ray Referral (Aspirus/Marshfield) 1-5 views $200.00-$350.00
MRI Referral (Aspirus/Marshfield Lumbar Spine w/ $2400-$3900

and w/o constrast
Physical Therapy Referral (P) Exam $135.00-$275.00
Physical Therapy Modalities 97035-97140-97110 $39.00-595.00
P - Primary 'Service (i'nitial reason for visit) Total Expected Cha rges S
C — Co-provider services
e e oo (o or P 0 12 Date of Good Faith Estimate:

Signature confirmation of receipt Date

Disclaimers:

There may be additional items or services that we recommend as part of the course of care that must be scheduled or requested
separately and are not reflected in this good faith estimate.

The information provided in this good faith estimate is only an estimate of items or services reasonably expected to be furnished at
the time this good faith estimate was and actual items, services, or charges may differ from the good faith estimate.

You have the right to initiate the patient-provider dispute resolution process if the actual billed charges are $400 more than the
expected charges included in the good faith estimate and the dispute is initiated within 120 days after the date of the bill for the
items or services. To start the process, you may contact us at the phone number or address listed above to let us know the billed
charges are higher than the Good Faith Estimate. You can ask us to update the bill to match the Good Faith Estimate, ask to
negotiate the bill, or ask if there is financial assistance available. You may also start a dispute resolution process with the U.S.
Department of Health and Human Services within 120 calendar days (about 4 months) of the date on the original bill and if the
agency disagrees with you, you will have to pay the higher amount. To learn more and get a form to start the process, go to
WWW.cms.gov/nosurprises.

This good faith estimate is not a contract and does not require you to obtain the items or services from any of the providers or
facilities identified in the good faith estimate.



