
Chesapeake Neurology Associates (CNA) is proud to present the latest cutting- edge tools for the assessment 
of the cognitive physiology of the brain. A cognitive EEG is a comprehensive electro- physiological assessment 
of the brain both at rest and in response, to visual, auditory and cognitive stimuli. This analysis is useful in 
investigating brain dysfunction in a variety of settings, including attention deficit disorder, head injury, stroke, 
dementia and other brain dysfunctions.  

We will make an effort with your insurance company to obtain reimbursement for the cost of this test, all 
insurance companies are not the same are in what they will cover in regards to testing, and may not be up to 
date with this state-of-the-art technology in their reimbursement pattern.  

For patients with medical insurance, CNA will submit to your insurance provider. Most insurance companies 
will cover the components of the EEG. However, CNA does not guarantee that each of these items will be 
allowed by your insurance company. Please know, you will be financially responsible for any non-covered 
service. Please check off the items below, noting you accept financial responsibility.

 Self- Pay Rates 

P300/ Cognitive Evoked Potentials    200.00*   _____ Accept   $200.00 

Auditory Evoked Potentials (92585)    _____ Accept    $150.00 

Visual Evoked Potentials (95930)   _____ Accept   $150.00 

Digital Analysis (95957)         _____ Accept   $250.00 

EEG (95816)         _____ Accept   $250.00 

If you would like to proceed with the testing that has been recommended by your provider, please sign 

below acknowledging you have been informed that your insurance may not cover these items, or other 

items that may not be listed, and you are financially responsible for full payment to Chesapeake 

Neurology Associates for an non covered, denied or incidental service. 

________________________________________    _________________ 
Patient/ Guardian Signature  Date 

________________________________________    _________________ 
Printed Name of Patient         Date of Birth 

_______________________________________   _________________ 
Witness        Date 

*Any non-covered service is due at time of appointment.
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