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NORTHWEST WOMENS HEALTHCARE

OBSTETRICAL INSURANCE COVERAGE

Northwest Women's Health Care is dedicated to working with you and your insurance.  Our goal is to help you understand your plan and financial responsibility.  We request that you contact your insurance company regarding your maternity benefits and limitations.

**PLEASE BRING THIS COMPLETED FORM TO YOUR NEXT OBSTETRICAL VISIT**

Name:  _________________________

Member ID#:  ______________

Insurance Co:  ___________________

Group #:  __________________

Phone #:  _______________________



(Customer Service)

You can obtain the following information by calling the customer service department of your insurance company.

Date eligibility began:  ________  Deductible:  $_________  Co-insurance:  %________

Does your insurance plan have a limit on ultrasounds for medical necessity?  _________

Do ultrasounds require preauthorization?  __________

Does your plan require preauthorization for your stay at Swedish Hospital?  __________

Does your insurance cover newborn circumcision?  __________

Please contact your insurance just prior to having services performed outside of our office to verify coverage on the following services:

        Amniocentesis

        Genetic Counseling

        Physical Therapy

        Nutritional Services

These are examples of services that may be performed during your pregnancy.

Information provided by:  _________________________  Date:  ___________________




      (Name of customer service representative)

***  Please note:  It is your responsibility to obtain a referral from your primary care doctor, should your insurance require it.  ***

Patient’s Signature:  _____________________________   Date:  ___________________

 

