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Insurance Verification

Patient’s name: Date of Birth:

Address:

City: State:

Telephone #:

Email:

Do you give consent to be contacted via email regarding insurance and financial information? YES NO

Patient Signature:

Primary Insurance information (are you covered by private or employer provided health insurance?)

Insurance Company:

Address for Claims:

City: State:

Telephone #: Fax #:

Employer or Group Name:

Group Number:

Insured’s Identification number:

Insured’s Name: Relation to patient:
Is pre-authorization necessary? Insured birth date:

Secondary Insurance Information (Do you have a Secondary or supplemental Insurance Policy?)

Insurance Company:

Address for Claims:

City: State:

Telephone #: Fax #:

Employer or Group Name:

Group Number:

Insured’s Identification number:

Insured’s Name: Relation to patient:

Is pre-authorization necessary? Insured birth date:



