

MEDICAL COVERAGE VERIFICATION


DATE:_____________________                       

PATIENT NAME: _______________________________________________________

DOB________________CONTACT PHONE# ___________________ OK TO LEAVE VOICEMAIL? Y/N

INSURANCE COMPANY: ______________________________________________MVA-W/C?  Y/N

PROVIDER RELATIONS PHONE #_____________________________________________ 

MEMBER/SUBSCRIBER ID #________________________   GROUP#_______________________

PRIMARY INSURED NAME:_____________________________________________

RELATIONSHIP TO PATIENT:___________________________________________

PRIMARY INSURED DOB:________________________________________________

PRIMARY INSURED EMPLOYER NAME_____________________________________

APPT SCHEDULED WITH DR._____________________________________________

APPT DATE:________________  TIME:___________________________

CALL BACK WITH INFORMATION:  YES/NO 
PATIENT HAS BEEN NOTIFIED Date: _____________   BY: _________________


*************************INSURANCE VERIFICATION***************

SPOKE WITH:_________________________ DATE:___________________________

EFFECTIVE DATE:______________DEDUCTIBLE___________MET__________

OUT OF POCKET MAX__________________ OUT OF POCKET MET__________

CHIRO CO-PAY____________EXAM Y/N _______ X-RAYS Y/N________ LAB Y/N_______

THERAPIES Y/N________ THERAPIES DEDUCTIBLE ___________________

NUMBER OF CHIRO TREATMENTS PER CAL/PLAN YEAR__________________________________

NUMBER OF CHIRO DOLLAR AMOUNT PER CAL/PLAN YEAR_____________________________

IF PLAN YEAR, WHICH DATES?_________________________

AUTHORIZATION NEEDED WITH Y/N IF YES WITH WHO? __________ 

BILL TO?_____________________

ADDITIONALCOMMENTS_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________                                                                                                                                                                                            

PROVIDER NPI: _____________________
Revised 03/02/21
