MIDWEST ACADEMY OF PAIN AND SPINE
INSURANCE BENEFIT INFORMATION & FINANCIAL POLICY
Insured Name: ______________________________Ins ID #________________

Patient Name: ______________________________Ins Group #_____________
Based on the insurance information you have provided to us, we have contacted your insurance carrier on your behalf.  The following information was quoted to our office and not a guarantee of payment:

Type of plan:  PPO_______ HMO _________ POS __________ Other __________________

Worker Compensation ____ Adjuster _______________ Phone _______CLM#__________

Effective Date: _______________________________________________________________

Office Visit co-pay (paid at time of service): ______________________________________
Yearly deductible: ____________________ Met: ___________________________________
Co-Insurance (after deductible has been met) _________% out of pocket:______________
Referral needed: yes___ no _____

· If a referral is required by my insurance, I understand that it is my responsibility to provide this form to Midwest Academy of Pain and Spine prior to my being treated.

· I hereby authorize the doctor to examine and treat my condition, as he/she deems necessary through appropriate medical care.  
· If the doctor recommends, due to medical necessity, a procedure be done at a facility, I understand that it is my choice as to which facility/physician I go to based on availability. The doctor cannot assure that any facility is in or is not in my network and I understand that it is my responsibility to check with the facility of choice to see what my financial responsibility will be for their services. 

· I give Midwest Academy of Pain and Spine authority to bill my insurance. I understand that my account is my responsibility.   Delinquent accounts may be referred to outside agencies for collection; any fees incurred by this practice will be the sole responsibility of the account signer and added to the outstanding balance.
Account Signer:



Date

Staff Signature:                  Date
OFFICE USE ONLY:
Insurance Name: _________________________________________________________________________

Insurance Contact Name: ____________________________________ Phone: _______________________
Pre-certification/pre-notification needed: yes ____ no ______
Pre-existing limitation on the policy: _________________________________________________________

Other plan limitations: _____________________________________________________________________

Verified: Initials ______________________Date________________________________________________
