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To Whom It May Concern,

Manual Therapy Treatmenls

Itemized cost of trea.tments =

# of treatments =

Cos-t of treatments =

Total =

ePT code =97124

lf you have any questions of concerns, please call us at [530J 541-9355.

Regards,

fanine Blanchard, C.A tic # 72877,

Elevate Wellness & Acupuncture Center
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