SGHMC Morris Clinic Price Transparency

The Minnesota Legislature passed a law that requires certain clinics to report amounts for their 25 most frequent services that cost more than $25. The amounts posted here 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 Patient Account Services at (320) 589-7667.

CPT Code Description SCMCChirge | pulitimmont | ebarsoment | losorince ayment
ymen
EST PT LEVEL 3 OFFICE/OTHER OUTPT VISIT EVAL AND MGMT, LOW LEVEL MDM OR 20 MIN MET OR EXCEEDED $187.00 $396.00 $173.00 $140.25
EST PT LEVEL 4 OFFICE/OUTPT VISIT EVAL AND MGMT, MODERATE LEVEL MDM OR 30 MIN MET OR EXCEEDED $264.00 $396.00 $173.00 $198.00
ADMINISTRATION OF INFLUENZA VIRUS VACCINE $38.00 ALL INCLUSIVE RATE $14.06 $28.50
INFLUENZA VIRUS VACCINE, TRIVALENT, SPLIT VIRUS, PRESERVATIVE FREE, 0.5ML DOSAGE, FOR IM USE $62.00 ALL INCLUSIVE RATE $22.94 $46.50
IMMUNIZATION ADMIN; EACH ADDTL VACCINE (SINGLE OR COMBINATION VAC/TOXIOD) $28.00 ALL INCLUSIVE RATE $10.36 $21.00
EMERGENCY DEPARTMENT VISIT, LIMITED $859.00 $335.00 $317.83 $644.25
EST PT LEVEL 2 OFFICE/OUTPT VISIT E & M, STRAIGHTFORWARD MDM OR 10 MIN MET OR EXCEEDED $117.00 $396.00 $173.00 $87.75
EST PT 40-64 YRS PREENTIVE MED REEVALUATION AND MANAGEMENT $266.00 $396.00 $173.00 $199.50
ELECTROCARDIOGRAM, ROUTING $13.00 $5.07 $4.81 $9.75
EMERGENCY DEPARTMENT VISIT, MODERATE $1,693.00 $660.00 $626.41 $1,269.75
COMPLETED EARLY PERIOC SCREENING DIAGNOAIS AND TREATMENT $85.00 $396.00 $173.00 $63.75
COLLECTION OF VENOUS BLOOD BY VENIPUNCTURE $50.00 $20.00 $18.50 $37.50
EST PT 1-4 YRS PERIODIC PREVENTIVE MEDICINE REEVALUATION AND MANAGEMENT $222.00 N/A $173.00 $166.50
THERAPEUTIC, PROPHYLACTIC, OR DIAGNOSTIC INJECTION: SUBCUTANEOUS OR IM $31.00 ALL INCLUSIVE RATE $1.47 $23.25
EST PT - INFANT PERIODIC PREVENTIVE MEDICNE REEVALUATION AND MANAGEMENT $210.00 N/A $173.00 $157.50
EST PT18 - 39 YRS PERIODIC PREVENTIVE MEDICINE REEVALATION AND MANAGEMENT $251.00 N/A $173.00 $188.25
ESTPT5 - 11 YRS PERIODIC PREVENTIVE MEDICINE REEVALUATION AND MANAGEMENT $222.00 N/A $173.00 $166.50
TETANUS, DIPTHERIA TOXOIDS AND ACELLULAR PERTUSSIS VACCINE $100.00 ALL INCLUSIVE RATE $37.00 $75.00
NEW PT LEVEL 3 OFFICE/OP VISIT EVAL AND MANAGEMENT $240.00 $396.00 $173.00 $180.00
TANGENTIAL BIOPSY OF SKIN (SHAVE, SCOOP, CURETTE) SINGLE LESION $225.00 $396.00 $173.00 $168.75
IMMUNICATION ADMIN IM INJ OF SARS-COVIS2, COVID-19 VACCINE $36.00 ALL INCLUSIVE RATE $13.32 $27.00
DESTRUCTION OF BENIGN LESIONS (OTHER THAN SKIN TAGS) UP TO 14 LESIONS $251.00 $98.00 $173.00 $188.25
EST PT 12-17 YRS PERIODIC PREVENTIVE MED REEVAL AND MANAGEMENT $244.00 N/A $173.00 $183.00
SARS-COV-2, COVID-19 VACCINE, MRNA-LNP, SPIKE PROTEIN 0.3ML DOSAGE $137.00 ALL INCLUSIVE RATE $50.69 $102.75
DEBRIDEMENT OF NAILS BY ANY METHOD;6 OR MORE $60.00 N/A $173.00 $45.00

The services listed here do not reflect all of the services provided at this clinic. Charges represent the standard amount the clinic bills for a service. For
most patients, clinics get paid an amount below the listed charge. Patients covered by a non-governmental health insurance: Your health insurance

company has likely negotiated a discount or contracted rate for each service. Your health insurance company’s negotiated price might be higher or () S-—I—- EVEN S C OM M U N ITY
lower than the average commercial payment amount listed above. To learn more about your health insurance company’s negotiated price or how much
you will owe under the terms of your specific health policy, please contact your health insurance company. Patients covered by a government-spon-
sored health program, such as, Medicare, Medicare Advantage, or Medical Assistance: The payment rates listed above reflect amounts set by Medi- MEDII C AL C E N TER

care or Medical Assistance, not by this clinic. These listed rates do not reflect the amount you might owe as a co-payment. For more information contact
our Patient Account Services at (320) 589-7667.



