Melinda Choy L.Ac.

Elevate Wellness Center
Insurance Verification Form

Patient Name: Patient DOB:

Patient Address: City: Zip:
Insured’s Name: Insured’s SSN:

Insured’s ID#: Doctor’s Office: Melinda Choy, LAc
Group#: Referring Dr.:

Ins. Co. Phone: Ins. Co. Name:

Ins. Co. Claims Address:

For ABP Use Only

Person Spoke To: Date: Effective Date:

In / Out of NW Benefits  Plan Type: HMO, PPO, POS I, POS II, EPO, IPA

Indiv Deduct $ Amt Met $ Family Deduct $ Amt Met $ Cal Year Ded?
% Paid Copay $ Visit Max Visits Left Visit $ Max Yrly $ Max
Visits Combined with
Max out of Pocket $ When meeting the yearly deductible, do visits allowed get used? Yes / No
Amt Met $

Exams Covered? Yes / No Need a Dr.’s Referral? Yes / No

% Paid Rx Needed? Yes / No

Auth Needed? Yes / No

Auth. Phone#:

Other Notes:

****CONFIDENTIALITY NOTICE*****
The documents including and/or accompanying this telecopy transmission contain confidential information belonging to the sender that is legally privileged. This information is intended
only for the use of the individual or entity named above. The authorized recipient of this information is prohibited from disclosing this information to any other party and is required to
destroy the information after its stated need has been fulfilled, unless otherwise required by state law. If you are not the intended recipient, you are hereby notified that any
disclosure, copying, distribution or action taken in reliance on the contents of these documents is strictly prohibited. If you have received this telecopy in error, please notify the sender
immediately to arrange for return of these documents.



