Southern Arizona Center for Minimally Invasive Surgery

Bariatric Weight Loss Surgery Benefit Verification

The longest part of the process to get to surgery is obtaining approval from your insurance company.  We have figured out a way to make the approval process much faster.  This process can potentially get you to surgery MONTHS faster, all we have to do is verify your benefits now.  
The verification process can be complicated but your Patient Advocate is trained and can do it for you.  All you have to do is fill out the two circled sections below and sign the release, doing so requires no obligation from you.  

If you decide to visit us for an initial consultation we can review your benefits and medical requirements with you at that time.  We hope to see you soon, give us a call at (520) 219-8690 to schedule your initial consultation.
      

Patient Information
Patient Name:

Social Security #
Male  □   Female □
Address:
City, State, ZIP:

Daytime Phone #:

Date of Birth:

Physician Information
Physician Name: Dr. Patrick Chiasson / Dr. Stephen Burpee
Site Name:   So AZ Center for Minimally Invasive Surgery

Practice Address:   6320 N La Cholla Blvd. Suite 380

City, State, ZIP:   Tucson, AZ 85741

Contact Name:   Tracy / Patty

Phone #:  (520) 219-8690
Fax #:  (520) 219-8694

NPI #:   1871632604
Tax ID #:  30-0084279



Patient Insurance Information
Subscriber Name:  

Subscriber Date of Birth:  


Subscriber Employer:  

Insurance Company:  

Policy #:

Group #: 

Insurance Phone #:  

MEDICARE - Do you have Medicare including a supplement plan as any part of your coverage?         YES  
   NO
AHCCCS 
Do you have an AHCCCS plan as any part of your coverage?                         

            

YES  
    NO

Facility Information
Site Name:   Northwest Medical Center

Practice Address:   6200 N. La Cholla Blvd.

City, State, ZIP:   Tucson, AZ 85741

Contact Name:   Tracy/Patty

Phone #:  (520) 219-8690
Fax #:  (520) 219-8694

NPI #:   1487607784
Tax ID #:  62-1762430

OFFICE USE 
Does the patient have coverage?   YES  
   NO
Covered procedures:        BAND         BYPASS         SLEEVE
Diet Hx: __________________________________________  

EGD Prior Authorization?          YES  
   NO

Authorization to Share Health Information
                 Advocate Signature & Date: ____________________________
 I, __________________________, allow my doctor(s), my health plan or insurers, and any other healthcare providers to give medical information to So. AZ Center for Minimally Invasive Surgery relating to my use or need for weight loss surgery.  This information can include spoken or written facts about my health or payment benefits I may have. It can include copies of records from my healthcare providers or health plans about my health or care.  SACMIS will use and give out this information to check to see if I have coverage for weight loss surgery. I know that people who work for and with SACMIS may use and see information, but they may use it only as allowed in this form and will make every effort to keep the information private. This Authorization will last for 3 years after the date I sign this form. If I change my mind before that time, I can tell my doctor, healthcare provider, and/or my insurer in writing that I do not want them to share any more information with SACMIS, but it will not change any actions they took before I told them. I know that I have a right to see or copy the information my healthcare providers or insurers have given to SACMIS. I KNOW THAT I MAY REFUSE TO SIGN THIS FORM. My choice about whether to sign this form will not change the way my healthcare providers treat me. If I refuse to sign this form, I know that this means I may no longer be able to receive assistance from SACMIS to verify my benefits.
Patient Signature:  
__________     Date: _________________________
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