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Insurance Verification 
 
Patient's Name________________________________       Date of Birth____________________ 

Address______________________________________ 

City, State, Zip ________________________________ 

Primary Care Physician___________________       Phone Number (______)_________________ 

 
Primary Insurance 
Name of Insurance Subscriber  ____________________________________________________ 

Subscriber’s Date of Birth __________________________________  

Subscriber’s Social Security Number _________________________ 

Insurance Company ______________________________________ 

Contract Number  _________________________  Group Number  ________________________ 

Effective Date ______________________Customer Service Phone (______)_________________ 

Precertification Phone (______)_____________  Behavioral Health  Phone (______)_____________ 

 
Secondary Insurance 
Name of Insurance Subscriber  ____________________________________________________ 

Subscriber’s Date of Birth __________________________________  

Subscriber’s Social Security Number _________________________ 

Insurance Company ______________________________________ 

Contract Number  _________________________  Group Number  ________________________ 

Effective Date ______________________Customer Service Phone (______)_________________ 

Precertification Phone (______)_____________  Behavioral Health  Phone (______)_____________ 

 
Secondary Insurance 
Name of Insurance Subscriber  ____________________________________________________ 

Subscriber’s Date of Birth __________________________________  

Subscriber’s Social Security Number _________________________ 

Insurance Company ______________________________________ 

Contract Number  _________________________  Group Number  ________________________ 

Effective Date ______________________Customer Service Phone (______)_________________ 

Precertification Phone (______)_____________  Behavioral Health  Phone (______)_____________ 


