MY INSURANCE GUIDE: 


Today’s Date: ___________________		Representative Name: ___________________________
1. Network Status for Jacobson Dental Group (39890 14 Mile Rd. Walled Lake Mi 48390):                
CIRCLE ONE-			IN 	OR 	OUT
2. (If out of network) Do I have out of network benefits:  	YES 	OR	NO
3. What is my OUT OF NETWORK PERCENTAGES:	_____________________________
4. What percentages is my coverage for preventative: _____________________________
5. What percentage is my coverage for basic: ___________________________________
6. What percentage is my coverage for major: __________________________________
7. Do I have a waiting period: ________________________________________________
8. What is my benefit year and allowed Maximum: _______________________________
9. Do I have any frequencies I need to follow: ___________________________________
10. What is not covered by my plan: ____________________________________________
11. Ask for your reference number for the call: ____________________________________
Keep this work sheet for your records in case you need it in the future regarding claims that were not paid the way you were informed of by your insurance company.
