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RABY INSTITUTE FOR INTEGRATIVE MEDICINE
At Northwestern

500 N. Michigan Avenue – Suite 2100
Chicago, IL 60611

Payment Terms & Insurance Coverage

I acknowledge that it is my responsibility to verify and understand my worker compensation coverage and work with my worker compensation representative to ensure all visits are covered and approved prior to scheduling appointments with the Raby Institute.  I also acknowledge that it is my responsibility to provide the Raby Institute with my worker’s compensation carrier, a contact representative name, phone number and claim/subscriber number.

I understand that I am responsible for all deductibles, co-insurance and other charges not covered by my worker’s compensation insurance plan and for any appointments that they do not cover.  
I authorize RABY INSTITUTE to bill my primary insurance for any medical visits not covered by my worker’s compensation insurance
I understand that if past due or outstanding balances are not paid within 45 days, or if visits are not verified by my worker’s compensation plan, no future appointments will be scheduled and previously scheduled appointments may be cancelled.

I have read and understand the Worker Compensation Insurance and Payment Agreement.  I fully agree to each of the statements herein.

Print

Signature







Date
These items are required:

Worker’s Compensation (WC) Insurance Information
WC Insurance Carrier________________________________

WC Representative________________________________       WC Rep. Phone #_____________________


Subscriber/Claim #____________________________________

Date of Injury________________________________________

Primary Medical Insurance
 Insurance Carrier________________________________

Subscriber #____________________________________

Group #________________________________________
WORKER’S COMPENSATION – INSURANCE & PAYMENT AGREEMENT
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Case Manager _________________________


Fax# _________________________________


Visit/$ limit ____________________________


Pre-payment or Bill ______________________


Authorization Dates _____________________


Restrictions________________________________________________________________________________________________________








