
DR. CATHERINE RYAN, D.C.
NPIN# 1326118605

Provider # DC0259240

   
Service Rendered on Location   Outpatient Service

Procedures     CPT MOD/TS  UNIT  FEE
 Initial Exam    99201   _____  _____
 Initial Exam Expanded   99203   _____  _____
 Neuromuscular Re-Education (15min/unit) 97112   _____  _____
 Re-Exam Expanded   94213   _____  _____
 Spinal Manipulation 1-2 Region  98940   _____  _____
 Spinal Manipulation 3-4 Region  98941   _____  _____
 Spinal Manipulation 5-6 Region  98942   _____  _____
 Manual Therapy Technique (15 min/unit) 97140       59  _____  _____
 Therapeutic Activity (15 min/unit)  97530   _____  _____
Modalities
 Application of Hot/Cold Pack (15 min/unit) 97010   _____  _____
 Whirlpool (15 min/unit)   97022   _____  _____
 Contrast Baths (15 min/unit)   97034   _____  _____
                      TOTAL BILL _____
Diagnosing Physician:_______________________________________________Date of Prescription:_______________
Diagnosis:_________________________________________________________________________________________________________________
icd-9 codes:________________________________________________________________________________________________________________

Dr. Catherine Ryan, D.C: NPIN# 1326118605 Provider # DC0259240

Date of Service:______________________________________________________________

Signature:___________________________________________________________________

PATIENT INFORMATION

Patient Name:___________________________________________________________________________ Gender: M_____ F_____
Address:____________________________________________________________________________________________________
Social Security #: ______________________________ Age: _________ Date of Birth: _______________________________

Work Phone: ________________________________  Occupation: _______________________________________________
 
Home Phone: ________________________________ Employer: ________________________________________________
Cell Phone: _________________________________  Driver's License:___________________________________________ 
 
INSURANCE INFORMATION
Name of person responsible for account: __________________________________________________________________________
Relation to Patient:_______________________  Birth date______________________  Social Security #_______________________
Address (If different from patient's)_____________________________________________  Phone: ___________________________
City: _______________________________________________________________  State: _______________ Zip: ______________
Person Responsible Employed By: ______________________________________ Occupation: _____________________________
Business Address: ____________________________________________________ Business Phone: __________________________

Insurance Company: __________________________________________________________________________________________

Subscriber # ____________________________________________________  Group #_____________________________________

SUPER BILL

Phone: (650) 322-2809
Fax: (650) 325-6980

catherine@smiweb.org

260 Sheridan Avenue, Suite B40
Palo Alto, CA 94306


