                     Medical Insurance Verification
	Patient Information

____________________________________________
Patient name

____________________________________________
Patient address

____________________________________________
City                                              State           Zip

__________________     _______________________
Home/cell number           Work number

___________________________________________
Social Security Number

M_____     F_____     Date of Birth _______________

_______________________________________
Applicable ICD Diagnosis Code

_______________________________________
Anticipated CPT Codes for Procedures
	





















	Patient Insurance Information

___________________________________________
Primary Ins Company                 Policy #         Group #

___________________________________________
Primary Ins Phone number

___________________________________________
Subscriber’s Name                               Date of Birth

___________________________________________
Subscriber’s relationship to patient

___________________________________________
Secondary Ins Company

___________________________________________
Subscriber’s Name                               Date of Birth

___________________________________________
Subscriber’s relationship to patient


	
	
	

	Patient Eligibility and Benefits Information

Effective Date of Coverage _____________________

Coverage terminated?      Yes     No     Date:________

Plan Type:     HMO      PPO      POS  Other:__________

In Network Benefits: $_________________________
Deductible: $_________     Deductible met?  Yes/No
Co-insurance benefits: $_______________________
Other out of pocket expenses: $_________________

Benefits for treatment?        Yes       No
Is a referral necessary?         Yes       No
Is prior authorization required?       Yes       No

Out of network benefits?        Yes          No

Out of network financial responsibility?      Yes      No

Notes: _____________________________________
___________________________________________
___________________________________________
___________________________________________

	






















	Insurer Information

Call Date:_____________ Time of Call:___________

___________________________________________
Name of Insurance Rep               Phone Number/Ext

___________________________________________
Prior-authorization Phone Number/fax number

___________________________________________
Prior-authorization Contact Name

___________________________________________
Prior-authorization Approval Number

___________________________________________
Referral Phone Number                   Fax Number

___________________________________________
Referral Contact Name

Notes: _____________________________________
___________________________________________
___________________________________________
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