[bookmark: _GoBack]My Health Insurance Information
Primary Insurance Company: ______________________________________________________________________
Secondary Insurance Company (if applicable) ____________________________________________________

Do I have Chiropractic coverage? _____________________
Do I have a copay (amount)? ______________________
Do I have a deductible (amount)? ______________________
How much has been met? _______________________
Is there a limit to number of visits per year (number)?____________________

Do I have Physical Therapy coverage? ____________________
Do I need a referral from an MD? __________________________
Do I have a copay (amount)? ________________________
Do I have deductible (amount)? ________________________
How much has been met? ____________________________
Is there a limit to number of visits per year (how many? _____________________

Do I have custom foot orthotic coverage? Is it covered under my Chiropractor? ________________________________________________________________________

Insurance Representative I talked with: ___________________________________________________________
Date: _____________________________________________
Time: _____________________________________________


