Insurance Verification Form and Patient Information

Patient/Subscriber Information



Date: ____________ 

Patient Name: _____________________________________________________ 

Date of Birth ______________________________________________________ 

Home Address: ____________________________________________________ 

 Phone Number: ____________________________________________________ 

Patient Social Security Number: _______________________________________

Subscriber Name: ___________________________________________________

Relationship to Patient: _______________ Subscriber date of birth: ___________ 

Benefit Verification:

Insurance Company Name: __________________________________________________________________ 

Insurance I.D # (include letters): ________________________________________ 

Insurance Phone # Called: _____________________________________________ 

Effective Date of coverage: ____________________________________________ 

Deductible?_________________________________________________________ 

Any deductible met? ______________ Co-pay? _____ Visit maximum? ________ 

Authorization required? Y N If yes, Authorization Number:________________________________________________________________ 

Start and End Date of Authorization: __________________________________________ 

Mail Claims to: 

________________________________________________________________________

