ROBERT E. PELC, Ph.D., P.C.

5961 S. Middlefield Rd., Ste. 100
Littleton, CO. 80123

(303) 388-6761


ESTIMATED INSURANCE BENEFITS

To help you determine your costs for services, please contact your insurance carrier and complete items 1–7 and bring this form to your next appointment.  Note:  Ask for your mental health benefits.

1) Insurance Company: 
___________________________________________ 


Phone #:

______________________


ID #:  


______________________

GROUP #:

______________________

Client’s Name
___________________________________________


Insured’s Name
___________________________________________

Insurance Plan Dates   ________________________________________

2) Date Contacted:

________          Contact Person:
 ____________________

3) Dr. Robert Pelc:              is      or       is not          a covered provider for your plan. 

4) Number of Sessions Approved: _________ visits per year or $_________________  

     maximum per year.   Pre-Authorization needed? ________  Initial authorization was 

     given for _____ visits.  

5) Estimated Deductible Amount:
$________
6) Estimated Co-pay/Session:  $__________


7) Address to send claims: ______________________________________________
                                           ______________________________________________
This information is not a guarantee of benefits or payment from your insurance company.

As per our financial policy, you are responsible for payment of any amounts not paid by your insurance including any deductibles, co-payments, or non-covered services.  You will receive monthly billing statements.  All charges will be billed to you and any insurance payments received will be credited to your statement as they are received.  Co-payment amounts are due at each session unless otherwise arranged by you (i.e. pre-payment). 
11/2013
