Gray Chiropractic Center
Julie Gray, D. C.

INSURANCE VERIFICATION

Date ______________

Patient Name: ____________________________________________  D.O. B.______________
Insurance Company: ___________________________ Phone Number:____________________

Name of Representative:____________________________________________

Policy Effective Date:____________________________ Policy Covers Chiro. Care:     Y     N

Deductible?________________________  Yearly?     Y     N          

 Is it met?     Y     N

What percentage does insurance cover?___________________________

How many visits are allowed each year?___________   What is co-payment?________________

Is there a maximum number of visits per condition?     Y     N      How many?____________

Is there maximum benefit per year?     Y     N       How much?_______________

Does the policy cover?
X-rays?     Y     N

Massage Therapy?     Y     N

Orthotics?     Y     N 

Physical Therapy?     Y     N

Modalities?     Y     N

Lab Work?    Y     N    

Physical Limitations/Exclusions:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Can benefits be assigned to this office?     Y     N


HCFA-1500 Form?     Y     N
Claims address:
__________________________________________________




__________________________________________________




__________________________________________________




__________________________________________________

This is not a guarantee or pre-authorization of benefits.  Each billing must be reviewed for eligibility and medical necessity.   Gray Chiropractic Center is not responsible for errors in information provided by your insurance carrier.  The patient will be responsible for all costs incurred, that are not covered by your insurance carrier unless otherwise specified.

Patient Sigature___________________________________________  Date_________________
