














CARY DIGESTIVE DISEASES, PLLC 
 

INSURANCE PRECERTIFICATION FORM 
 
 

DATE CALLED FOR PRECERTIFICATION _____________________________ 
 
TIME CALLED FOR PRECERTIFICATION______________________________ 
 
NAME OF PERSON YOU SPOKE WITH_________________________________ 
 
NAME OF PATIENT _______________________________________DOB_________________ 
 
INSURANCE COMPANY- Aetna / BCBS/ UHC/ Cigna / Medcost/ Wellpath 
 
________________________________________________________________________________ 
 
INSURANCE NUMBER YOU CALLED_____________________________________________ 
 
INSURANCE GROUP NUMBER___________________________________________________  
 
INSURANCE POLICY NUMBER __________________________________________________ 
 
TYPE OF PROCEDURE OR TEST TO BE DONE WITH DIAGNOSIS 
 
Colonoscopy 45378 / EGD 43239 ________________________________________________________ 
 
Screening for colon cancer V76.51 / Fa Hx colon cancer V16.0 / Hx of colon polyps V12.72 
 
Fa Hx colon polyps V18.51 / ____________________________________________________________ 
 
OUTPATIENT ________INPATIENT___________OFFICE__________ 
 
PERCERTICATION NEEDED YES __________ NO ________________ 
 
PROCEDURE DATE __________________ PLACE OF SERVICE _________________ 
 
PRECERTIFICATION AUTHORIZATION NUMBER ____________________________ 
 
COPAY FOR PROCEDURE________________COPAY FACILITY___________  
 
DEDUCTIBLE _______________________  MET_____________________________ 
 
OUT OF POCKET____________________  MET_____________________________ 
 
INSURANCE PERCENTAGE ________________________PT___________________ 
 
FACILITY CHARGE APPLIED TO THE DEDUCTIBLE____________________ 
 
Estimated Amount patient will owe at the time of service _________________________ 
 
Estimated Amount patient will owe Dr. Pritchett________________________________ 
 
The amounts above could change depending on how your insurance processes the claim.  
 
Patient notified ON____________ ABOUT THE ABOVE___________________________ 






