Foot and Ankle Associates of N TX  Intake Initals:______


Commercial DESCRIPTION OF BENEFITS
   EIN 74-3067086/NPI 1003844176/BCBS 00576U   


(circle) New PT/ Est PT Year seen: __________
Grapevine(Healthy Steps (Circle location)
**Check box for Scheduled Dr.  


Chief Complaint/DX:______________________
⁭  Mary E Crane, MB10I (BC#:8A2505/ NPI:1184621732)


*6 digit Date of Occurrence/call date:____________________
⁭  Adriana Karpati, AK10I (BC#:8H4550/ NPI:1962409524)


IS PT DIABETIC: (circle)     YES/    NO
⁭  Dana Giacalone, GD10I(BC#: 8H4553/ NPI:1457352981)


Family Dr Full Name:______________________
⁭  Mollye Karp, MK10C in 2008(B #:/NPI:1013117050 )


Family/Ref Dr Phone#:______________________





Date of Appt:____________Time:________ 
*Paper Work (circle): www.faant.com, email ,mailed, faxed, or arrive 30min. prior to 

I.   DEMOGRAPHICS: 
     Pt Name:___________________________________ MI:_____DOB:___________ SS #:______________  

**no nick names, no spaces or punctuation in last name
     Home Phone:_________________ W/Cell Phone:________________  Email: _____________________________________
     Home Address:__________________________________________________________________________

     Emergency Contact: ___________________________Relation:sp/chld/othr Phone: _________________

     Sex: M  /   F   Marital Status: S / M / O   Student Status: N / F  Relation to Insured: Self/ Spouse/ Child /other
II.  PRIMARY Commercial INSURANCE: REQUIRED**Ask PT if PCP listed on CARD: YES/NO  (yes need referral) 
      Insurance Co/Payer.___________________ Network(ck list):__________ Product: ________ Phone:____________ 

       Insured’s Name:___________________________ MI:_______ *DOB:__________________SS #:__________________

      Employer: ___________________HR Phone:____________ Member ID:____________________ Group:____________               
III. PRIMARY PODIATRY BENEFITS: Effective Date:____________  (circle) Plan base on Calendar YR/ Plan YR Date:_________

	Service (write in /circle applicable)
	Co pay
	Indiv

Ded *
	Coins
Ins/pt
	Circle 

100%
	Indiv OOP*
	 Precert Reqd+
	NonCov/ LOMN Req
	FamDed*
	Fam OOP*

	A.  Specialist Office Visit
	
	
	        /
	100%
	
	Y  /  N
	NCS/LOMN
	
	

	      XR w/E&M
	
	
	        /
	100%
	
	Y  /  N
	NCS/LOMN
	
	

	      XR global
	
	
	        /
	100%
	
	Y  /  N
	NCS/LOMN
	
	

	      Injection (20550) w/E&M
	
	
	        /
	100%
	
	Y  /  N
	NCS/LOMN
	
	

	      Injection (20550) w/o E&M
	
	
	        /
	100%
	
	Y  /  N
	NCS/LOMN
	
	

	B.  In Office Sx (11750) w/E&M
	
	
	        /
	100%
	
	Y  /  N
	NCS/LOMN
	
	

	      In Office Sx (11750) w/o E&M
	
	
	        /
	100%
	
	Y  /  N
	NCS/LOMN
	
	

	C.  Out pt sx (POS 22,23,24)
	
	
	        /
	100%
	
	Y  /  N
	NCS/LOMN
	
	

	      DME/EPA  (L4360/L4386)
	
	
	        /
	100%
	
	Y  /  N
	NCS/LOMN
	
	

	D.  Ortho (L3000) Only Diabetic?Y/ N
	
	
	        /
	100%
	
	Y  /  N
	NCS/LOMN
	
	

	      Biomechanical (95851)
	
	
	        /
	100%
	
	Y  /  N
	NCS/LOMN
	
	

	      Casting Material (A4580/A4590)
	
	
	        /
	100%
	
	Y  /  N
	NCS/LOMN
	
	

	E. Pyscl Thrpy Eval (97001-02)
	
	
	        /
	100%
	
	Y  /  N
	NCS/LOMN
	
	

	F. Pyscl Med (97010-97530) w E&M
	
	
	        /
	100%
	
	Y  /  N
	NCS/LOMN
	
	

	G. Pyscl Med (97010-97530) w/oE&M
	
	
	        /
	100%
	
	Y  /  N
	NCS/LOMN
	
	


Pyscl Thrpy Limits/Met: # of Visits:______/______Cal/Con # of Modalities:_____Max $ Amount: ______/______ $Per day:_______  

Can Physical Therapy be billed by a DPM W/N Scope? (circle)   YES/ NO. Or is there a clause that says only billed by licensed PT?  YES/ NO. 

Pre-existing: Yes/ NO  DX: __________  Ft Exclusions: (circle) RFC/ Corns/ Callus/ Flat Feet/ Bunion/ Other: ____________________ 

*Indiv Ded Met: $___________ Indiv OOP Met $__________ OOP Include:  CP  Ded  Coins     Fam DED Met:__________ Fam OOP Met:_________
PCA/HSA: ___________PCA/HSA Met: __________ CK to: DR/ PT/CC         PT MUST Designate PCP: Yes/ NO   

Referral Req: YES/ NO Auth  #: ______________________________DX:_______# of Vis.:_______Exp:_______ *Seperate REF for RPT
+Precert Phone: ________________ Cigna:  PHS/ PHS+(auth required) Other Precert Rqd:________________________________________
Contracted Labs: Check approved lab   ( LabCorp      ( ProPath      ( Quest Diagnositcs      ( Other:_______   

Claims Address: ____________________________________________________________________ Availity Payor: _________         Timely filing:__________ Appeals Address: ____________________________________________________________________ CSR@Insur:__________________ Call Ref#:________________FAANT:_______________ Date:_________ Updated: 6/24/08 LC  Helpful Phone numbers: Aet PPO: 888-632-0756 Aet HMO:800-624-0756 BCBS of Tx: 800-451-0287 BlueCard: 800-676-2583  UHC: 877-842-3210
