Medical Insurance Verification Forms

Insurer Information

Insurance Verification Form

~N
Patient’s Name Patient’s Date of Birth Patient’s Gender Call Date Call Time
Phone Number Email Address Insurance Rep. Name Prior -Auth. Contact Name Referral Contact Name
Street Address, City, State, ZIP Code Phone Number Phone Number Phone Number
Notes:
Social Security Number Diagnosis
Patient Insurance Information
Primary Insurance Company Company Phone Number
Policy Number Group Number
Subscriber’s Name Date of Birth Relationship to Patient
Secondary Insurance Company Company Phone Number
Policy Number Group Number
L Subscriber’s Name Date of Birth Relationship to Patient
Patient Eligibility and Benefits Information
s A
Effective Date of Coverage Plan Type (HMO, PPO, POS, Other)
$ 3
Co-Payment Co-Insurance
$
Deductible Other Out-of-Pocket Expense
Benefits for treatment? Is a referral necessary?
O Yes O Yes
O No 0 No
Is prior authorization required? Out-of-network benefits?
O Yes O Yes
O No O No
Out-of-network financial responsibilities?
O Yes
0 No
. J/ |\




