INSURANCE VERIFICATION

Hi, I’m _____________________, I’m calling to verify outpatient benefits for a patient.

Date: ___________   Time: ____________  Contact Person: ______________  Emp. ID #: ____________
Patient Name: _____________________________   SS Number: ______________________

Card Holder: ______________________________   Relationship to Insured: ____________

Primary Insurance: __________________________________   Birth Date:______________
Billing Address: _____________________________________________________________ ID#: ______________________    Group#: _______________  Phone #: ________________

Claim Address: (Same/Other): __________________________________________________

Effective Date: ____________   Deductible: Y / N   Amount $_______  (Policy / Cal. Year)

Has deductible been met      Y / N      Amount remaining:  ______________  
Out of Pocket: ________   Out of Pocket Met:   Y / N   Out of Pocket Remaining: _________
Out of Pocket in Ded :   Y / N       Co-Insurance % : ________   Co-Pay: $ _______________

Any Pre-existing Clauses Y / N _________________________________________________

Specific Coverage Questions


Are We a Provider in this Plan:   Y / N
Physical Therapy 
(97xxx Series Code)


   Limitations: __________________________

Any Limitations? (# per day, $ amount, specific non-covered procedures): ________________________

____________________________________________________________________________________________________________________
______________ _____________________________________________________________________

Evaluation and Management (9921x Series Code)
   Limitations: __________________________
Diagnostic Services






  

Any Additional Deductible?

 Y/ N

Amount: $ __________________________________
X-Rays
 Y / N      Any Limits on # of Views? 
   Limitations: __________________________

Orthotic Management  97760



   Limitations: __________________________

TENS / EMS   E0730




   Limitations: __________________________

Chiropractic 
  (98xxx)   
  



   Limitations: __________________________
Does it matter what provider is performing the service as long as they are a licensed provider in that state?
    Y / N

(If answer is Yes then ask the below questions.  If answer is No then end the call)


Does MD have access?    Y / N               Governed by state statues?   Y / N
