
INSURANCE VERIFICATION 

 

INSURANCE COMPANY_______________________________  

Insurance company Phone #____________________________ 

Date_________________  

Subscriber Information Name______________________________________________________  

Relationship to Subscriber_______________________________________ 

Subscriber DOB_______________________________ 

SS#/ID#________________________________________________  (If Tricare please list Subscriber SS#) 

Plan/Group #__________________________________ 

Employer________________________________________ 

Patient Information  

Name_________________________________  

Date of Birth____________________________  

Authorization #_____________________________________  

Deductible/Coinsurance _______________________________ 

 Co Payment_________________  

Number of visits eligible for________________________  

Submit claims to: ______________________________________________________________________  

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 




