Advance Beneficiary Notice (ABN)

Patient Name Social Security #

NOTE: Dear Patient, You need to make an informed choice about receiving Primary Chiropractic Health
Care, other clinical services, rehabilitation, nutrition, and/or other health care items or services.

This office expects that Medicare will not pay for the clinical items and/or services/supplies that are described below and
on next sheet. Medicare does not pay for all of your health care costs. Medicare only pays for covered items and services
when Medicare rules are met (Medicare makes this arbitrary determination, not your Doctor). The fact that Medicare may
not pay for a particular procedure, item or service does not mean that clinically you should not receive it. There may be good
reasons that your Doctor of Chiropractic has recommended it. Right now, in your case, Medicare probably will not pay for ~

Because:

Medicare usually does not approve ongoing care, supportive care, and/or maintenance care that goes hevond 12 visits.
Note: We have no acwal definition i

The purpose of this form is to help you make an informed choice about whether or not you want to receive these Primary
Chiropractic services/supplies and/or items, knowing that you might have to pay for them yoursell. Before vou make a
decision about your options, you should read this entire notice carefully. Then choose one option before vou sign below,
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» Ask us to explain, if you dont understand why Medicare probably won't pay for your care past 12 visits.,
*+ Ask us how much these special supplies, items or services will cost vou (Estimated cost: $

in case vou have w pay for them voursell or through other insurance.

- (}g}ii{}}f} 1. Yes. 1t want 1o receive these items or services/Chiropractic care.

Tunderstand that Medicare will not decide whether 1o pay unless | receive these items or services, Please submit my claim
to Medicare. I understand that vou may bill me for items and services and that 1 may have (o pay the bill while Medicare
1s making its decision. If Medicare does pay, you will refund to me any payments I made to you for the particular items or
services. If Medicare denies payment, 1 agree 10 be personally and fully responsible for payment. That is, 1 will pay
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personally, either out of pocket or through any other insurance that 1 have that will cover these items or services.

lecision, -
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o {}i}{}ﬁﬁ 2. No. 1 have decided not to receive these items or services. -
Twill not receive these ttems or services, 1 understand that you will not be able to submit a claim 1o Medicare and that 1 o]
will not be able to appeal your opinion that Medicare won't pay. ng
T
Date Signature of patient or person acting on patient’s behalf N
=
Date Witness Signature Statl / Notary —
p—

Note: Your health information will be kept confidential. Any information that we collect about you on this form will be

kept confidential in our offices. If a claim is submitted o Medicare, your health information on this form may be shared
with Medicare. Your health information which Medicare sees will fidential by Medicare,

Himitar to OMB Approval Mo, GB38-0508 Form Mo, CMS-RA131-8 {lupe 200Y)

Please read the back of this form, sign and date.
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