Purity Integrative Health & Wellness Center, PLLC

INSURANCE INFORMATION

_____I DO NOT have insurance and I am paying for each visit at time of service at the time of service discount.  I understand that if I do not pay the day of my visit, I will not receive the time of service discount.

_____I have insurance and I am aware that my insurance will not cover Naturopathic/Acupuncture/Massage services and I am paying for each visit at time of service at the time of service discount.  I understand that if I do not pay the day of my visit, I will not receive the time of service discount.

_____I have personally verified that my insurance will cover today’s service.  Please bill my insurance and I will pay my copay TODAY and my deductible or coinsurance or any remaining balance.

My copay is: $________

My insurance will cover ______% of Naturopathic Services and I am responsible for the remaining.

Insurance Information
This plan is:  ____ Through a group/employer plan  _____ A private/individual plan  ____ A state funded plan

Insurance Carrier: _________________________________________________________________________________

Patient Name: ________________________________________________________________________ DOB: ______

Patient’s Address: ____________________________________ City: ___________________ State: ____ Zip: _______

Patient’s Phone #: ______________________________________ Cell Phone: ________________________________

Patient’s Employer:  ________________________________________________________________________________


Subscriber ID:________________________________________ Group #: ____________________________________

Subscriber: _______________________________________ Subscriber SS#: _____________________ DOB: _______

Subscriber’s Employer:  _______________________________________________________________________________

Relationship to Patient: _______________________________________________________________________________


Insurance Billing Address (see back of your card): _________________________________________________________


Insurance Phone #: __________________________________________________________________________________


I, _________________________________, certify that the above information is correct to the best of my knowledge.

Signature: _____________________________________________________________ Date: ____________________
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