
Name: _________________________ _________  D.O.B. _____________________________ 

Patient Better © All Rights Reserved 

 www.PatientBetter.com 

Option # ___ Title: __________________ Total Annual Deductible 

Projected Length of Time: __________________ Ins. Coverage $ _______ 

DOCTOR VISITS _________ EVERY DD / WK / MO / YR Y N OOP: $______ 

MEDICATION _________ EVERY DD / WK / MO / YR Y N OOP: $______ 

DIAGNOSTIC IMAGING _________ EVERY DD / WK / MO / YR Y N OOP: $______ 

LAB TESTS _________ EVERY DD / WK / MO / YR Y N OOP: $______ 

SURGERY _________ EVERY DD / WK / MO / YR Y N OOP: $______ 

THERAPY _________ EVERY DD / WK / MO / YR Y N OOP: $______ 

EQUIPMENT _________ EVERY DD / WK / MO / YR Y N OOP: $______ 

IN-HOME CARE _________ EVERY DD / WK / MO / YR Y N OOP: $______ 

PROJECTED HOURS: _____________ EVERY DD / WK / MO / YR  Total: $ ______ 

PROS CONS 

____________________________________ ____________________________________ 

____________________________________ ____________________________________ 

____________________________________ ____________________________________ 

____________________________________ ____________________________________ 

____________________________________ ____________________________________ 

____________________________________ ____________________________________ 

____________________________________ ____________________________________ 

____________________________________ ____________________________________ 

COMMENTS:   ___________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

Filled out by: ___________________________________ Date: _______________________


