
 ACUPUNCTURE NOW 
                 Tony Willcox, D.O.M.

                Dr. of Oriental Medicine
                                   Insurance Verification

Patient Name: ________________________________________________
Patient Address: ______________________________________________
MUST INCLUDE ZIP CODE: ___________________________________
Patient Phone # _______________________________________________
Patient Date of Birth: ____________________ Male: _____ Female: _____
Patient, Subscriber # / ID # : _____________________________________
Group #: _____________________________________________________
Insured Name & ID # (if different from patient) : ______________________
Relationship to Insured: _____________Single____ Married____ Other___
Insurance Company Name: ______________________________________
Insurance Company Phone # :_____________________________________
Claim # if an accident: __________________________________________
Date of Accident Injury: _________________________________________
Other Info: ____________________________________________________


 
 
      To Be Completed By Office Staff:

NO Coverage: _________ Coverage: _____________
Deductible $ ___________ Amount Met $ _________
Acupuncture YES / NO         Units / Visits ________
Office Visit - YES / NO         Allowable % _________ 

P / T -           YES / NO         Units / Visits _________
Visits Per Year ______          Other _______________

 
 
         


 
 
 
  PLEASE FAX BACK TO: 


 
 
 
     561 892 0773


