Interactive Insurance Verification Worksheet





Patient: � FORMTEXT ��–––––�


Group #: � FORMTEXT ��–––––�


ID #:  � FORMTEXT ��–––––�


Social Security Number: � FORMTEXT ��–––––�


Carrier: � FORMTEXT ��–––––�


Telephone #� FORMTEXT ��–––––�


Claims Address:� FORMTEXT ��–––––�


Provider is � FORMDROPDOWN ��





Does this patient have Chiropractic coverage � FORMDROPDOWN ��





Percentage covered � FORMTEXT ��–––––� %





Are their any visit limitations � FORMDROPDOWN ��


If yes, explain � FORMTEXT ��–––––�





Effective Date: � FORMTEXT ��–––––�  Still in effect � FORMDROPDOWN ��





This the � FORMDROPDOWN ��Insurance





Deductible � FORMTEXT ��–––––�		 Per year� FORMTEXT ��–––––�		Per Cause � FORMTEXT ��–––––�





Deductible Satisfied? � FORMDROPDOWN �� 	If not, amount met � FORMTEXT ��–––––�





Co-Pay:� FORMTEXT ��–––––�		Plan Type � FORMTEXT ��–––––�





Out of Pocket Maximum � FORMTEXT ��–––––� Is Pre-existing applicable � FORMDROPDOWN ��





Plan effective date: � FORMDROPDOWN �� � FORMTEXT ��–––––� � FORMDROPDOWN ��	





Electronic filing accepted? � FORMDROPDOWN ��





Assignment of benefits acknowledged? � FORMDROPDOWN ��





Do you require Documentation with the claims � FORMDROPDOWN ��


Name of person you spoke with � FORMTEXT ��–––––�


