Division of Medical Assistance Policy No.: NCHC2009.11
Chiropractic Services Original Effective Date: July 1, 2010
Revised Date:

Date of Termination: February 28, 2018

This policy is superseded by clinical coverage policy
1F, Chiropractic Services
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Date of Termination:

CPT codes, descriptors, and other data only are copyright 2010 American Medical Association. All rights
reserved. Applicable FARS/DFARS apply.
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02/28/2018 Throughout Policy Termination
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