Orthotic Verification / Procedure L3020
Today’s Date:  


, 2008
Phone Number to verify benefits:  (        ) 








Tax ID#:  35-1498984




Patient’s Name:  









 DOB:  


Insured’s Name:  













ID#:  









 Group#:  




Effective Date:  



 Pre Existing:  Yes    or    NO
 Lifetime Max:  $


Name of person at insurance company who verified benefits:  






Deductible:  $



 Met:  $





Co-Pay:  
90/10

80/20

70/30

60/40

50/50   Other:  



Out of pocket:  $



 Met:  $




Does this procedure require pre-cert:      Yes    or    No

 or letter of medical necessity  Yes or No
Pt Owes at time of Casting:  $  





Example:  My name is 


 and I am calling from 



 office




     Your name goes here




Your doctor’s name goes here

at the 



.  I have a patient that needs a pair of custom made orthotic’s / procedure code 


Your office name goes here
L3020 and I need to verify if this would be a covered benefit?  
Yes    or    No

If so, verify benefits listed above (all blanks must be filled in).
