Initial Encounter- Telephone

Patient Name: ________________________________________________________

Phone Number#: ______________________________________________________

Problem (Pain): ________________________________________________________

Address: ______________________________________________________________

Date of Birth: __________________________________________________________

Name of Primary Insurance: _______________________________________________

Insurance Id#: ___________________________________________________________

Social Security: __________________________________________________________

Referral Source: __________________________________________________________

Insurance Verification

Person Spoken To: ___________________

Date: ______________________

Effective Date: ________________

Co-pay: Yes (__) No (__)


Amount $: _________________

Deductible Amount$: _________Deductible Met: Yes (__) No (__) Amount Met: ______

Insurance Pays_____________% of covered/contracted services

Out of pocket/Co-Insurance Expenses Are$____________________

Benefits are then payable at_________% up to a maximum of $_________________

Limitations: Yes (___) No (___) 
(Are podiatry services covered)

Are X-Rays covered: Yes (__) No (__), At what percentage____________________

Are Injections covered: Yes (__) No (__), At what percentage___________________

Are Orthotics covered: Yes (__) No (__), At what percentage____________________

Is Pre-Certification required for orthotics? Yes (__) No(__)

Letter of Medical Necessity? Yes (__) No(__)

Does out-patient surgery need to be pre-certified? Yes (__) No (__)

Does this patient need a referral? Yes (__) No (__)

Comments: ____________________________________________________________________________________________________________________________________________________________________________
