INSURANCE VERIFICATION FORM

Date: ____________  Provider: ______________________________ Tax ID# _________________

Patient: _____________________________________ Patient DOB: ____________ Dx: ___________

Insured Name: _______________________________ Insured ID#: ____________________________

Relation:  Self    Spouse   Child   Other    (circle)
    Group#: _______________________________

Ins. Co. Name: ____________________________________________________________________

Phone: _______________________________ Spoke to: ____________________________________

Hello, I’m calling to verify “Outpatient Mental Health Benefits”.

Are the claims processed by your company, or are benefits carved-out to another company?”

Effective Date of policy: ________________

Claims address: _____________________________________________________________________ 

__________________________________________________________________________________

“Is the Provider a Network Provider or Out-of-Network Provider?”  In-Net    Out-Net   (circle)
“Is Pre-authorization Required”?   Yes   No  (circle)     
Auth #: _________________________________ Start Date: ____________ End Date: ____________
Number of visits: ________________________ Type of Visits: _______________________________
Does the patient have a set Co-pay per visit?  Yes   No  (circle) Amount: $___________

Doe the patient have a Deductible?  Met?  Yes  No  (circle)  If yes, is a portion met? $_____________

Notes: _____________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
