lotus

acupuncture

INSURANCE COVERAGE FORM

Today’'s Date:

Patient’s Last Name:

Address:

Home phone no.:

O Spouse

Acupuncture: OYes ONo
Number of Visits Allowed/ year:

Out of Network

0 Deductible met for out of pocket.

O Deductible needs to be met.
Remaining/ Total:

Social Security Number:
Authorization Number:
Diagnostic Code:

Service Dates:

Acupuncture: OYes LINo
Number of Visits Allowed/ year:
Cost:

200 N Denning Drive #7
Winter Park, FL 32789 — 3736
P: (407) 900 - 7145

Ofther:
Subscriber’'s Name: Relationship to
0 Self Subscriber:

O Dependents

O Deductible does not need to be met.

Provider: Thoa Ho

PATIENT INFORMATION

First:

Birth Date: Sex:
OF OM

Cell phone no.:

INSURANCE INFORMATION
(Please give your insurance card to the receptionist.)

Please indicate primary insurance: O BCBS [ Cigna O UHC 0O Aetna

Member ID: Co-Insurance (%):
Group #: Co-Payment ($):
COVERAGE

Manual Therapy: OYes CONo
Number of Visits Allowed/ year:

DEDUCTIBLE

In Network

0 Deductible does not need to be met.

0 Deductible meft for in network.

O Deductible needs to be met.
Remaining/ Total:

VA ONLY

COVERAGE VIA DISCOUNT PROGRAMS

Manual Therapy: OYes OONo
Number of Visits Allowed/ year:
Cost:

Info@LotusAcu.com
www.LotusAcu.com
F: (321) 250 - 5519




