Insurance Verification Form
Patient name _________________________
    Insured name ____________________________

Insurance Company ____________________________________________________________

Street Address/PO Box _________________________________________________________

City/State/Zip Code ____________________________________________________________

Phone Number __________________________ Spoke with ____________________________

Member ID/Policy Number _____________________________ Group # __________________

Claim Number (if applicable) ____________________________ Date of accident ___________

Are we in or out of network? _________________


  Effective date __________

Ind. Deductible __________ Family Deductible _________  Is deductible met? ___________

Is there a carry over for deductible met in Oct. – Dec. of previous year? ___________________

What percentage is covered after deductible is met? ____________________________________

What is the coinsurance/copay? ___________________

Separate deductible for x-rays? _________________   X-rays are paid at ________________%

Is there a yearly office visit limit? ________________ Out of pocket expense? _____________

Is there a yearly dollar amount limit? _______________________

Is pre-certification required? ______________ Percentage penalty for no pre-cert? __________

Phone # for pre-certification ________________________ Fax # ________________________

Is a referral required? _____________

If we are out of network, what are the in network benefits (or vice versa)? _________________

 _____________________________________________________________________________

Date Verified __________________   Verified by ___________________________


