BEN STOVER, M.D.

Phone Intake Form

Date:                                   Appt Date &Time:                                                Scheduled by:_______________

Patient Name:    ________                                                                 DOB:                                                       

Parent/Guardian:              _____                            Home Ph                               Work Ph                                

Address:                                      ________                                                                                                        

Reason for visit:                                           ________            Referred by:                                                         

PRIMARY INSURANCE

Ins Co Name:
Phone:

ID #:
Group #:

Subscriber:

Rel to Insured:

Ins Rep:
Init:
Date Ins verified:

Effective Date:
Co-Pay Amt: $
All Office procedures covered?              

Addl Fees

OV
Testing
PFT
Serum
Shots


% covered






Deductible Amt:
Deductible Met?:
Deductible Period:

Patient responsibility for allergy injections only?
Shot/OV same day?

Contracted Lab:
HNWMC Ok for X-rays?

Is a referral Required?     Y      N
If yes, PCP name & number:

Is prior auth required?     Y       N
Auth #:

Is there a pre-existing exclusion for allergies or asthma?
Until when:                                               

Electronic Payor ID #:

Claims Address:

Current Medications:

Discussed with patient the need to avoid the following medications and to avoid antihistamines for testing.

Date:___________________________________
Staff Person:_____________________________________

