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Patient Name:

Synergie

DATE:

Gisele Leon-Ritch, p.om, apr.

Tel: 786-462-HEAL (4325)
Email: dr.gisele@live.com

INSURANCE VERIFICATION

City:

Last Name First Name
Patient Address:
State: Zip (Must Have):
Patient Phone #:
Patient Date of Birth: | Male: Female:

Patient Subscriber # / ID #:
Group #:

Insured Name & ID # (if different from Patient):

Relationship to Insured:

Insu

Insu

Claim # (if an accident):

Date of Accident/Injury:

rance Co. Name:

Self: Spouse: Child: Other:

rance Co. Phone #:

Other Information:

TO BE COMPLETED BY OFFICE STAFF Date Verified:

Effective Date:

Ded

Acupuncture: Yes

| Spoke To:

uctible: S

Amount met: $

Office Visit: Yes

PT:

Insurance Company Address:

Yes

No # of visits: % Allowed:
No
No # of visits: % Allowed:

www.acupunctureholisticmedicine.com


R-Office
Typewritten Text
Tel:      786-462-HEAL (4325)
Email:  dr.gisele@live.com


R-Office
Typewritten Text

R-Office
Typewritten Text
 www.acupunctureholisticmedicine.com

R-Office
Typewritten Text

R-Office
Typewritten Text

R-Office
Typewritten Text

R-Office
Typewritten Text




