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$133.53
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$31.29

$69.60

$83.63

$76.88

PR OFFICE/OUTPATIENT ESTABLISHED LOW MDM 20 MIN

PR OFFICE/OUTPATIENT ESTABLISHED MOD MDM 30 MIN

PR OFFICE/OUTPATIENT NEW LOW MDM 30 MIN

PR COMPREHENSIVE METABOLIC PANEL

PR LIPID PANEL

PR OFFICE/OUTPATIENT NEW MODERATE MDM 45 MIN

PR BLOOD COUNT COMPLETE AUTO & AUTO DIFRNTL WBC

PR OFFICE/OUTPATIENT NEW SF MDM 15 MIN

PR HEMOGLOBIN GLYCOSYLATED A1C

PR COLLECTION VENOUS BLOOD VENIPUNCTURE

PR ASSAY OF THYROID STIMULATING HORMONE TSH

PR OFFICE/OUTPATIENT ESTABLISHED SF MDM 10 MIN

PR ASSAY OF FREE THYROXINE

PR ASSAY OF TRIIODOTHYRONINE T3 FREE

PR BASIC METABOLIC PANEL CALCIUM TOTAL

PR PERIODIC PREVENTIVE MED EST PATIENT 40-64YRS

PR DRUG TST PRSMV READ INSTRMNT ASSTD DIR OPT OBS

PR ARTHROCENTESIS ASPIR&/INJ MAJOR JT/BURSA W/O US

PR GENERAL HEALTH PANEL

PR ECG ROUTINE ECG W/LEAST 12 LDS TRCG ONLY W/O I&R

PR 25 HYDROXY INCLUDES FRACTIONS IF PERFORMED

PR URNLS DIP STICK/TABLET RGNT AUTO W/O MICROSCOPY

PR IAADIADOO STREPTOCOCCUS GROUP A

PR CYANOCOBALAMIN VITAMIN B-12

PR GENERAL LAB 8680300

The amount(s) posted above DO NOT reflect the amount(s) each clinic patient will pay for the services listed. For specific information about the amount 

you will owe for the services you receive, please contact your insurer. Charges represent the standard amount a clinic bills for a service. For most patients, 

clinics get paid an amount well below the listed charge. *This hospital-based clinic charges a facility fee. 

Longville  |  Clinic

CUYUNA REGIONAL MEDICAL CENTER

CPT CPT Code Detail Cost

Commercial 

Insurance MedicaidMedicare

REIMBURSEMENT


