                                 INSURANCE   FILING   INFORMATION

Based upon your need and request, our office will file your insurance claims. We will expect full payment for each office visit until our office has following information.

1. Insurance card of the insured.

2. An insurance form from your company with your portion filled out and benefits assigned.  

3. A phone number and full address of your insurance company.

4. Proof of deductible being met for the year filing.

5. Name of the insured, identification number, and social security number

If you haven’t reached your deductible, we will expect you to pay that amount plus the percent of each visit that you are liable.

After we have filed, we will allow reasonable time for your insurance to respond. During that time, you may receive statements from our office showing your current balance. If we haven’t heard from your insurance company within six to eight weeks, we will bill you for the full amount of your current balance. We will expect you to deal with your insurance at this point.

Should your insurance company pay you instead of your office, we will expect you to mail us the check. After we receive your insurance payment, should you have a credit balance we will credit your account or issue you a refund.

Our office will try to work with you and your insurance so that your claim will be paid. Filing your insurance does not guarantee payment. You are liable for all charges.

If you know that your insurance will be terminated or if you change insurance companies, we need to be notified immediately.

If you understand the above information, please sign the statement below.

I have read and agree to the information above. I give Dr. Meng-Sheng Lin, L.Ac. , permission to file my insurance claims and to receive the insurance benefits. I also agree to pay any charges that my insurance company does not respond to or does not pay. Should I receive any payment from my insurance company, I will pay that amount to the office of Dr. Meng-Sheng Lin, L.Ac. I understand that should a credit balance exist, I will show a credit balance on my account or I will be mailed a refund.

I authorize Dr. Meng-sheng Lin to deposit checks received on my account when made out to me.

Patient’s Signature: _______________________________
Date: _______________________________
