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INSURANCE VERIFICATION


 Appointment Date: ________________ Time: ___________      
Diagnosis: __________________________                 Today’s Date:

                 Initials: _____________
“Company Locations”
“Physician Names”
Patient Name:







 Date of Birth:



Parent/Guardian (If Minor):









SS#: _______________________________ Email: _______________________________ (Required)           

Address:______________________________________________________________________
Phone # _______________________ (Home or Cell) Alternate #: _____________________ (Required)  
PCP:    ________________________ Telephone #: _________________________________   
NPI: __________________________ Fax #: ______________________________________

Referring MD:__________________  Referred by (if not MD referred): __________________(Required)
NPI: ____________________________ Telephone #: _______________________________   
PRIMARY COVERAGE: 
YES       NO

Insurance Company:___________________________  Policy #:  ________________________

Subscriber: ________________________________
Group #:____________________________
Date of Birth:_______________________ SS# of Subscriber: ___________________________
Telephone #: ________________________ (Required for ALL insurances)

VERIFICATION:
Deductible: _____________Amount Met: ________Maximum: _________Co-pay: __________
Referral Required:       YES       NO                 Effective Date:____________________________

Office Visit/Consultation:____________________ Spirometry (94010):____________________
Skin Testing (95004 & 95024):________________ Allergy Shots (95115):__________________

Antigen (95165):___________________________ Rush (95180):_________________________

Claims Address: ________________________________________________________________

Nurse Practitioner:        YES        NO
SECONDARY INSURANCE:
YES

NO
Insurance Company:___________________________  Policy #:  ________________________

Subscriber: ________________________________
Group #:____________________________

Date of Birth:_______________________ SS# of Subscriber: ___________________________
Telephone #: ________________________ (Required for ALL insurances)

VERIFICATION:
Deductible: _____________Amount Met: ________Maximum: _________Co-pay: __________
Referral Required:     YES         NO
               Effective Date: ___________________________

Office Visit/Consultation:_______________________  Spirometry (94010):________________
Skin Testing (95004 & 95024): ___________________Allergy Shots (95115):______________
Antigen (95165):_______________________________Rush (95180) :____________________
Claims Address: _______________________________________________________________
Nurse Practitioner:        YES        NO
“Company Name”





Paperwork mailed__________


  Paperwork faxed___________


 Paperwork website__________








