(PRACTICE NAME/LOGO)

BENEFITS VERIFICATION FORM 

PATIENT:  							DOB: 				
MEMBER ID:   						ACTIVE?:   □ YES       □ NO
PAYOR:  							GROUP: 			
CLAIMS ADDRESS:										
HSA / HRA PLAN:  □ YES       □ NO		WE ARE:   □ In-Network     □ Out-of-network
PCP: 												
	
                           DEDUCTIBLE					OUT-OF-POCKET
In-Network   Out-of-Network      Remaining             	          In-Network   Out-of-Network      Remaining  
IND: 	________         __________           ___________	          IND:        ________        __________           ___________
FAM:       ________         __________           ___________            FAM:       ________         __________          ___________
	 

OFFICE VISIT COPAY/CO-INSURANCE:  
\

PROCEDURES
	       Copay/Co-Ins
· 95117    		
· 95165    		
· 95004:   		; # of units allowed_____; how often?  □ Per year   □ Every 2 years 	Other:		
· 95024:   		; # of units allowed_____; how often?  □ Per year   □ Every 2 years 	Other:		
· 95044:   		; # of units allowed_____; how often?  □ Per year   □ Every 2 years 	Other:		
· 31231:   		
· 94375    		

Does any procedure require pre-authorization? 						
Are procedures subject to deductible?     □ YES       □ NO
If yes, what % does patient pay after deductible is met? □20%  □ 30%  □ 50%   Other:	


VERIFICATION DETAILS
DATE OF VERIFICATION CALL:  				CUST SERV REP:  				
CALL REFERENCE #:  					VERIFICATION DONE BY:  			


OFFICE USE

Benefits discussed with patient (parent/guardian) by: Employee Name:			
									

												
Signature (Patient/Parent/Guardian)					       Date

If Parent/Guardian (Name in print):								

DISCLAIMER: Benefits herein are only an estimate as provided by your health plan. For more information, you may call your health plan’s member services number on the back of your insurance ID Card. You will be responsible for any claim balances as processed by your insurance plan.
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