Back In Motion Chiropractic


	PRIMARY COVERAGE INFORMATION

	PATIENT INFORMATION
	
	
	
	

	FIRST NAME:
	
	LAST NAME:
	
	DOB: (yyyy-mm-dd)

	
	
	
	
	

	 
	
	 
	
	 

	MEMBER INFORMATION
	
	
	
	

	FIRST NAME:
	
	LAST NAME:
	
	

	
	
	
	
	

	 
	
	 
	
	

	INSURANCE COMPANY: 
	
	POLICY:
	
	MEMBER ID:

	
	
	
	
	

	 
	
	 
	
	 

	RELATIONSHIP TO MEMBER: (please circle one)
	
	

	INSURED MEMBER
	HANDICAPPED DEPENDANT     
	FULL TIME STUDENT

	SPOUSE
	DOMESTIC PARTNER          CHILD
	
	PART TIME STUDENT

	
	
	
	
	

	Secondary Insurance?

	
	
	
	

	NOTE: The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician/service provider. I understand that I am financially responsible for any balance. I also authorize Back In Motion Chiropractic or insurance company to release any information required to process my claims.

	
	
	
	
	

	Signature:
	
	
	

	(SIGN)
	 
	 
	Date:
	 

	(PRINT)
	 
	 
	
	

	
	
	
	
	

	OFFICE USE:
	 
	 
	 
	 

	Chiropractic Coverage 
Total:
	
	
	
	 

	Orthotic Coverage:
	
	
	 

	Co-pay:
	
	
	
	 

	 
	
	
	
	 

	Any benefits Used as of Date?
	 


