RAaboLSGYy SELF-PAY PRICING LIST

Please review the pricing disclaimer at the end of this document before referencing these rates.

MRI SCAN PROCEDURE PRICE

70551 Brain w/o Contrast $849.00
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PROCEDURE PRICE

70450 Head w/o Contrast $379.00
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US SCAN PROCEDURE PRICE

76536 Thyroid $143.00
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PROCEDURE

Cervical Spine 4-5 View $108.00

Thoracic Spine 2 View

CONTINUED ON NEXT SIDE
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RAaboLSGYy SELF-PAY PRICING LIST

X-RAY SCAN PROCEDURE PRICE

72110 Lumbar Spine 4< Views $130.00
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PRICE DISCLAIMER:

The pricing listed on this sheet reflects estimated self-pay costs for our most common outpatient radiology
exams and is intended as a general reference only. Exams not listed may still be available — please contact our
office for pricing on services not included here.

Prices are subject to change without notice and may vary based on exam complexity, patient-specific factors,
or other clinical considerations. This sheet does not constitute a final quote, and actual charges at the time
of service may differ. For the most current and accurate pricing, please contact our office directly before
scheduling. We recommend confirming pricing if a significant amount of time has passed since the publish
date listed below.

All pricing reflects our global billing structure, in which the exam fee and radiologist reading fee are combined
into a single charge. This pricing applies to self-pay patients only and does not reflect insurance-negotiated
rates, which vary by plan and carrier. Patients are encouraged to verify their benefits with their insurance
provider prior to scheduling.

In accordance with the No Surprises Act, uninsured and self-pay patients are entitled to request a Good Faith
Estimate prior to scheduling. Please contact our office for more information.
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