	Insurance Verification Report�PRIVATE ��





Patient's Name							 SS#						





Name Of Insured     							 SS#						





Insurance Company                                             	 								 





Telephone (		) 				 Insured's Employer   					 





Policy #      					          	 Group #     							





Type Of Insurance:  Group� FORMCHECKBOX ��  Work Comp� FORMCHECKBOX ��  Personal Injury� FORMCHECKBOX ��  Provider Name				


For Work Comp. Only


Employer 							 Supervisor  						





Address                 						                            Phone #             			





Date Of Accident		 Time Of Accident		  Verified By (Supervisor)				








There Is No Coverage Available On This Policy� FORMCHECKBOX ��								





Effective Date Of Coverage			 Dependent Coverage? Yes				 No� FORMCHECKBOX ��





Deductible Patient $	______ Family $		  Is Deductible Met? Yes� FORMCHECKBOX �� No� FORMCHECKBOX �� Partial			





Is The Deductible On  Calendar Year? Yes� FORMCHECKBOX ��  No� FORMCHECKBOX ��  	       Is There A Carryover Clause? Yes� FORMCHECKBOX ��  No� FORMCHECKBOX ��





Does This Policy Have An Accident Rider? Yes 								  No� FORMCHECKBOX ��





Coverage: 	Acupuncture			   Massage			   Supplements ____		





Diagnostic/Lab/X-ray					   Office Visits 			   





Spinal Adjustments 					   Physical Therapy 			





Are There Any Policy Limitations?





# Of Visits	____ Per Month� FORMCHECKBOX ��  Per Year� FORMCHECKBOX ��    # Of Visits Per Diagnosis               Per Provider              





Ins Will Pay $		 Per Visit� FORMCHECKBOX ��  Per Year� FORMCHECKBOX ��  % Paid Is Based On Fees From � FORMCHECKBOX ��Our Office  � FORMCHECKBOX ��Ins. Co.





Is Universal Claim Form Acceptable For The First Billing? Yes� FORMCHECKBOX ��  No� FORMCHECKBOX ��





Is Payment Sent Directly To The Provider With Assignment Of Benefits? Yes� FORMCHECKBOX ��  No� FORMCHECKBOX ��





Billing Address													





Additional Information                    											





Spoke With				   Completed By                      		    Date                      	





Other Notes:  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


msword\5insver.for
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