INSURANCE VERIFICATION FORM

Date Last Updated:   _______________________________


Patient’s Name:  __________________________________
Patient # ____________
DOB: ____/____/____

Relationship to Insured:  ___ Self
___ Spouse  ___  Parent / Guardian  ___  Child / Dependent

Primary Insurance:   ___Par
___Non-par

Timely Filing Claim:  _______ days

Insurance Carrier:  ___________________________________Claims Phone # ___________________________

Mail claims to:  ______________________________________________________________________


Subscriber Name:  _________________________
Subscriber SS #  _____________________


Subscriber DOB:  _________________________
Effective Date:  ___/___/___


ID #:  ____________________________  Group #:   ____________________________________

ORTHOTICS:     ___ Must be Diabetic


NIGHT SPLINT (L4396) :     ___Yes     ___No

CUSTOM:  (L3000)   ___Yes     ___No


Is Prior authorization needed   ___Yes      ___No

Is Prior authorization needed   ___Yes      ___No 

CMN:     ___Yes     ___No
XCMN:     ___Yes     ___No



% Coverage:   _______________________________


% Coverage:   _____________________________

Frequency:  _________________________________


Frequency:  _______________________________





PRE-FABRICATED:     ___Yes     ___No


PHYSICIAL THERAPY:     ___Yes     ___No


Is Prior authorization needed   ___Yes      ___No 

CMN:     ___Yes     ___No

CMN:     ___Yes     ___No



% Coverage:   _____________________________

% Coverage:   _____________________________

Frequency:  _______________________________


Frequency:  _______________________________















DIABETIC SHOES (A5500): ___Yes     ___No       Is Prior authorization needed   ___Yes      ___No


CMN:  ___ Yes   ___  No


Must be diabetic ___Yes   ___No


Notes:  __________________________________________________________________________________


POLICY EXCLUSIONS: 


Individual OOP:  ______________
Family OOP:  _______________
OOP Met:  __________________


PRECERT PHONE# ________________________


DME MAX ___________________

Co-pay: ___________________   Covers; ___OV   ___X-rays   ___Office Sx   ___Injections   _____________________ Saving Acct __________________
Saving Acct remaining ______________  

Deductible:   ___________________  __ Does not apply to office visit Deductible Amt. Met:  _____________________


Coinsurance Amt:   90/10     80/20     85/15     70/30     OTHER____________________________________

 Insurance verification contact _____________________Verified By:  ________________________

PATIENT OWES  $___________________AT TIME OF VISIT
last updated 10/13/06//df
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