
THERMACHOICE INSURANCE VERIFICATION
INSURANCE CO.:__________________________________________________

GROUP #:_____________________________

ID #: ___________________________

NAME OF INSURED:________________________________________________

THERMACHOICE CPT CODE: 
DEDUCTIBLE:  $______________

COVERAGE BENEFIT:  $ _________________




       THERMACHOICE CHARGE:  $_________





INS. ALLOWABLE: $_________



           EXPECTED PATIENT BALANCE: $_________

 




            20% DOWN: $_________

CREDIT CARD INFORMATION:

DISCOVER
VISA
MASTERCARD

NAME ON CARD: ____________________________________________

CARD NUMBER:
__ __ __ __ - __ __ __ __ - __ __ __ __ - __ __ __ __

EXPIRATION DATE:  __ __ / __ __

SECURITY CODE:  __ __ __

DATE  PROCEDURE SCHEDULED:  ____ / ____ / ____

PATIENT


STICKER








