Insurance Benefits Verification Form
Patient Name __________________________________________________________________
Address_______________________________________________________________________
Date of Birth_________________________
Work phone__________________________ home phone_______________________________
Referring Physician______________________________________________________________
Insurance Information:
Insured’s name:________________________________________________________________
Insured’s Date of Birth:__________________________________________________________

Address:______________________________________________________________________
Phone: __________________________  email address _________________________________
Claim number or Insurance Plan ID number__________________________________________
Group number__________________________________________________________________
Allowable benefits:______________________________________________________________
Yearly deductible :__________________ Has it been met?  Y  N   Amount left______________
Co-pay__________________________  Co-Insurance__________________________________
Name of person you talked to at your insurance company________________________________
Date and time of conversation:_____________________________________________________
Call ID number : _______________________________________________________________
Notes:  _______________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
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