VERIFICATION OF INSURANCE BENEFITS		Verified by:______________	Date:___________________
Dr’s tax ID #:  __________	NPI: ___________  Provider ID for this Ins. Co:.__________________ Prov. zip code: ________

Ins.Co.:____________________________________ Phone #:_______________________ Ins. Rep:_______________

Plan type:__________________________________ Insured’s Name:________________________________________

ID #____________________________________________________________ Group #________________________

Pt Name:_______________________________ D/O/B____________________	C01   or   C02	     ID Suffix_______

Pt Name:_______________________________ D/O/B____________________	C01   or   C02	     ID Suffix_______

Pt Name:_______________________________ D/O/B____________________	C01   or   C02	     ID Suffix_______

Pt Name:_______________________________ D/O/B____________________	C01   or   C02	     ID Suffix_______

Pt Name:_______________________________ D/O/B____________________	C01   or   C02	     ID Suffix_______

We are:    In Network       Out of Network		Chiropractic Covered?   YES     NO_________________________

Effective Date:___________________        Cov type:    Family   Single   Husb/wife(2Adult)   Parent/Child

Deductible: $________ Met?: YES    NO    Part met amt:$________ Cal yr?  Yes   No  (time frame:______________)

Family Deductible: $________  Met? YES    NO      Part met amt:________  Any combo/cumulative or ____# in full?

Coinsurance:_____________%    Fee Sched:  UCR/R&C   ____________%  	 MNRP___________% MC rate	

Copayment:$____________   Out of pocket $____________ Incl ded?____   Indiv OOP met$______ Fam $________

Visit limits:   NONE    # visits________ per    Cal yr    benefit yr____________    Condition    Lifetime max?_______

   Medical Necessity    YES    NO    Reviewed  after ? visits:_________	      # Visits/$ already used up_________

   Dollar Limit?   NO   YES $__________per ________ Pd out amount?  Charges?   Exam Cov?  YES    NO  _______

X-rays cov?  YES    NO   Coins:_____%   Copay:$_____  Count toward visit limit?  YES   NO     Deduct?  YES  NO

PCP referral?  YES  NO  Preauth?  NO    YES  Co./phone #_____________________  Auth after # visits?:_______ 

Timely filing limit__________________________________     

Is our fee w/in R&C (U&C)?      CPT code 98940   YES   NO  $___________      98941   YES   NO  $___________

Will you send payment to provider?  YES    NO           99202 $_________  72040 $_________  72100 $_________           

Electronic Billing?   YES    NO    Electronic Billing Payer ID#_________________		72020 $_________

Claims Address:______________________________________	Deduct Status:  Date____________ Rep:_________

___________________________________________________	Indiv amt met:$______________Family $________

___________________________________________________	OOP met indiv: $___________ Family $_________

If we are out of network, how is patient covered in network?  *Deduct?  N    Y  $________    Copay: $__________  

Co-ins:_________%    X-Rays:________________    Exam:______________ PCP Ref?    Y    N       Preauth?     Y    N

Visit/$ limit:  _______________   Partic prov:__________________________________________________________
Does in network Deductible cross accumulate with out of network ded?    Y     N
Does in network OOP cross accumulate with out of network OOP?    Y     N  	         Ref. #:_______________________
