PATIENT INSURANCE VERIFICATION

Fax: (602) 279-2558
For your protection, because insurance plans change at the first of the year we are asking that you re-verify your insurance coverage. This is to protect you and to make sure that your insurance carrier has not changed your benefits. Again this is for your protection.
1. Is Chiropractic covered?   YES   NO 

2. Is Dr. John Casalino or Casalino Chiropractic listed as a provider?   YES    NO

3. EFFECTIVE DATE of COVERAGE
Renewal Date


4. Is my insurance based on a Jan 1 to Dec 31 year or a plan year? 


Dates of plan year

5. What is my Deductible? 
_____________Does it apply for Chiropractic?_______________

     How much have I met?_______________

6. How much is my co-pay? ___________________ 

7. Do I have a separate co-pay for:  a) Manipulation/Adjustments Yes  No   b) Therapies Yes  No

8. Are X-rays covered? Yes   No      Is the Initial exam covered?  Yes   No

9. Does this plan cover shoe insert and/or orthotics? YES   NO   Deductible?__________
10. Are there any limitations to:

Number of Office Visits? __________ 

b.

Is there a maximum dollar benefit allowed per year?  ________________

What if I still need additional treatment? Would more office visits be covered with a referral from my primary care doctor? __________________________

11. Do I have a Medical Savings Account____ Health Savings Account____ Flex Account____

**How is this Account Used?  Debit card _____ Check_____ Paid directly from Ins. Co. _____

12. Is a PCP REFERRAL Needed?    YES   NO   

13. Is PRE AUTHORIZATION Necessary?    YES    NO    

14. Does your insurance company use a middleman company like? ASHN – Optum Health – Healthways – Az Foundation - ChiroSource – Landmark –- Other


15. Are there any preexisting condition restrictions?  Yes   No 

If yes, Explain? 


 Will there be any changes in my benefits for the coming plan/calendar year? __________________

17. If my condition is due to an auto accident does this insurance subrogate against the auto insurance carrier?  Yes   No  

INSURED’S NAME __________________________________________Patient ID #________________

INSURED EMPLOYER’S NAME


GROUP #


PT’s NAME
SOCIAL SEC. #


Name and phone number of whom you spoke with: _________________________________

Name of person making phone this call


Date __________and Time of phone call


Due to insurance company red tape, we are limited as to how much fighting we can do on your behalf.  If payment is not received from your insurance or HMO company within 30 days of submission, you will be responsible for any account balance regardless of your insurance contract.          --        Therefore your cooperation is greatly appreciated.
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