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INSURANCE VERIFICATION FORM and  

INVOICE AND BILLING 

Name: ___________________________________________________________ 

Address: _________________________________________________________ 

Phone: ___________________________________________________________ 

DOB: ____________________________________________________________ 

SSN: ____________________________________________________________ 

Name of Insured (if different)_________________________________________ 

DOB of Insured (if different) __________________________________________ 

Insurance Co: _____________________________________________________ 

Claims Address: ___________________________________________________ 

Insurance Phone Number: ___________________________________________ 

Insurance ID: _____________________________________________________ 

Insurance Group Number: ___________________________________________ 

Effective Date: ______________________ Deductible:  Y    N  met?__________ 

Benefit % :__________________  Copy of %: ___________________________ 

Contract Year max Visits ____________________________________________ 

Pre Authorization Required? _________________________________________ 

Diagnosis: _______________________________________________________ 

Authorization #: ___________________________________________________ 

Date of Authorization: _______________Contact Name: ___________________ 

 

Notes: ___________________________________________________________ 

_________________________________________________________________

_________________________________________________________________ 

Signature: _________________________________ 

Date: _____________________________________ 


