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Dr. Ronald \. Repice, W Chiropractic Nevrologist
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239-530-3040 * Fax 239-530-3050

EXPLANATION OF CHIROPRACTIC MEDICARE BENEFITS

Dear Chiropractic Patient:

In accordance with regulations established by the Federal Government, the Medicare program
does provide coverage for Chiropractic care, but with certain limitations.

Medicare requires that Spinal Subluxation, (misaligned vertebra) be determined either by
X-Ray, Physical Exam, or both. Medicare does not cover the cost of the Examination or any
X-Rays when performed in a Chiropractors office. We refer our patients out to a Radiology
center to have their X-Rays taken.

Note: Medicare does not cover the cost of any Physical Examinations or any Therapies such as:
Ultrasound, Interferential Muscle Stimulation, Massage, Traction, Therapeutic Exercise or any
other treatment other than Chiropractic Manipulation, of which a co-payment may still apply.
Orthopedic Supports and Nutritional Supplements are also not covered.

Your condition may require more treatments then allowed under the Medicare Policy. Our
office can apply for additional treatment coverage by submitting a “Medical Necessity
Statement” on your behalf. While your case will be reviewed by Medicare, we cannot guarantee
or predict how this review will be decided in your particular case.

Any visits over the 12 visit parameter that Medicare determines to be not covered will be the
financial responsibility of the patient, however since January of 2005, Medicare has indicated
that a patient may continue treatment beyond the 12™ visit as long as the treatment is deemed
Medically necessary.

MEDICARE PATIENTS: Dr. Ronald M. Repice, II, D.C. and Rejuvenations has advised me
that some services provided by this office may not be reimbursed by Medicare.

Should Medicare deny payment for any of the services provided, I have advised

Dr. Repice that I shall be personally responsible for payment to the doctor.
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