INSUR ANCE BENEHT SHEET

Credit is extended to you, our patient, as a courtesy.
Please have this filled out and returned to us by the next visit for extended credit.
Your insurance is a contract between you and the insurance company.
All services rendered must be paid in its entirety by you, until this form is returned to us.
You, the patient are responsible for obtaining any insurance referral that
may be required prior to services rendered. Dr. Ing is here to help you with your health
Please note that you are responsible to know your insurance coverage. _
The quote of benefits stated below is a courtesy from our office. Should your insurance company have a

dollar cap or visit/year cap, and we are not notified by you, the patient, any denied charges for

over limitations will be the patient's sole responsibility.

Type of Insurance: Group / Auto Accident-Claimi# ! Work Comp.Claim#
Patient's Insurance Company's Name: Date called:
Insurance Company telephone # :
Insurance Phone Operator's Name: Time called:
[Patient's Name: , D.O.B SSN.
Insured Name: D.OB : SSN.
[Relationship to Pt Group# F-D#
Effective Date: /| / [Renewal Date: /| /
Patient maximum out of pocket dollar amount per year: $
Out of network coverage? y/n Deductible: Has it been met? y/n
In network coverage y/n Deductible: Has it been met? y/n
What is the co-pay per visit?  § '
Is a referral needed? y/n Is pre-authorization required? y/n
Is there a pre-existing_] clause? y/n If yes, how iong? If yes, for what?
| OFFICE VISITS
Is evaluation management covered? (99203) y/n
Is there a dollar limit? y/n $ Insurance pays: %

X-Rays included? y/n

| CHIROPRACTIC CARE
Is manual manipulation/adjustment (98940) (98941) (98943) covered? y/n
Is there a dollar limit? y/n  § . Insurance pays: %
Number of visits allowed per calendar year Separate deductible? y/n

Is there a limit to the number of modalities allowed per visit?






