____Scan back of page    
Insurance Verification
Date ________________

Procedure: ________________________Y or N  Diagnosis Code:      _________________


________________________Y or N                                 _________________


________________________Y or N  
_________________


________________________Y or N  
_________________


________________________Y or N  
_________________


________________________Y or N  
_________________

                 ________________________Y or N  
_________________


________________________Y or N  
_________________


________________________Y or N  
_________________

Patient’s Name: ________________________________________             Chart#_____________________

Patient’s DOB:__________________________________________

Insurance ______________________________________________


Policy#  ____________________________________Group #  ________________________

Phone #  _______________________________________ 
Spoke to: ________________________

Pay _________% Reasonable & Customary

Deductible___________________________            Amount Met______________________

Co-Insurance_________________________            Amount Met______________________

LMN required?  Yes           NO                  Letter of Pre-Determination?  Yes        No    Completed

Does Patient have Out of Network surgical Benefits Y or N

Does patient have separate deductible for DME equipment Y or N  if Y Amount _____________

Does patient have Max amount of Benefits on DME Y or N  If Y Amount _____________________
Phone#:___________________________________                       Spoke To:  ________________________

Fax #:_____________________________________                       Attn:______________________________

Pre-Cert #:______________________________________Date range Precert good for ______________-_____________
· ____________Misc information please see back of verification check upper left box
Call made by_________________________________________________________

The above information is correct to the best of my knowledge and I consent to such diagnostic procedures and medical care as deemed necessary by the doctor for my treatment.

I understand that the staff has called my insurance to verify coverage.  This does not confirm or verify eligibility for coverage or payment, nor does it assure coverage under my benefit plan.  I am responsible for any charges incurred during any visit or treatment by the doctors and staff of Central Kansas Podiatry Associates.  Central Kansas Podiatry will file my insurance when appropriate, but I will be ultimately responsible for all charges.

Patient Signature:_____________________________________________________
