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       Insurance Verification

Last Name:__________________________First____________________M / F

Street Address:________________________________City_________________Zip________
Home Phone (       )______________________Work (      )____________________

Social Security _______/_____/_______  Date of Birth_____/______/_______

Date of Beginning of Injury____________Date of First Consultation___________
Health Insurance_____   Medicare_____    Medicare with Supplement_____
Name of Insurance  BCBSBC/BS UnitedAetnaASHP_____________
Insurance ID Number:______________________________Group___________________
Address:__________________________________Phone (     )_______________________
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Diagnoses:





1._____________		2.________________		3.__________________





4._____________		5.________________		6.__________________





  


Rep’s name______________Effective Date______________Deductible Amt.____________Met: Y/ N ___________





        Chiropractic			                      Acupuncture


O.V. / year___________		           O.V. / year___________		Co-pay______________		           Co-pay______________


% of Coverage_____                                % of Coverage_____


$ Amt. / year_________                            $ Amt. / year_________


______________________		           ______________________


______________________		           ______________________











Dr. Kris Kennedy


