
Name:____________________________________________DOB:_________________   
Insurance Carrier:      Secondary:       
     
Member ID:    _  Secondary:      Renew Date:    _       
 
  Effective Date _________________ 
     

Acupuncture Benefits  

• Combined with? __________________________________________________ 

• Deductible Applies: _ _ _ ___________________________________________ 

• Deductible Met:__________________________________________________ 

• Copay/Coinsurance: _____________________________________________ 

• Benefit Max: ____________________________________________________ 

• Benefit Max Met _________________________________________________ 

• Four units of 97140? _______________________________________________ 

• Authorization/Referral required?  _____________________________________ 

• When and from whom is it required? ____________________________________ 

 
Chiropractic Benefits  

• Combined with? __________________________________________________ 

• Deductible Applies: _ _ _ ___________________________________________ 

• Deductible Met:___________________________________________________ 

• Copay/Coinsurance: _____________________________________________ 

• Benefit Max: ____________________________________________________ 

• Benefit Max Met _________________________________________________ 

• Authorization/Referral required?  _____________________________________ 

• When and from whom is it required? ___________________________________ 

  
Massage Benefits/ PT, OT, Speech 

• Combined with? __________________________________________________ 

• Deductible Applies: _ _ _ ___________________________________________ 

• Deductible Met:___________________________________________________ 

• Copay/Coinsurance: _____________________________________________ 

• Benefit Max: ____________________________________________________ 

• Benefit Max Met _________________________________________________ 

• Authorization/Referral required?  _____________________________________ 

• When and from whom is it required? ___________________________________ 

• 97124 or 97140: __________________________________________________ 

• Are LMT’s excluded under this plan? y/n ________________________________ 

 

Out of Network 

• Deductible Applies/Met: ________________________ 

• Copay/Coinsurance: ___________ 

• Benefit Max: _________________ 

• Met:____________ 

• Four units of 97140? __________________ 

• Required? Authorization/Referral ____________________ 

• When is it required? _______________________ 
 

Ref #___________________________   VA Employee: ____________________  
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