
 
INSURANCE VERIFICATION  
Patient Name: ____________________________________________________  
Address:_________________________________________________________  
________________________________________________________________  
Phone:___________________________________________________________  
Patient Date of Birth:________________________________________________  
Insurance Co Name:________________________________________________  
Patient ID# or SS#:_________________________________________________  
Policy or Group:___________________________________________________  
Insured Name & ID# (if Different) ______________________________________  
Ins. Co. Phone #:__________________________________________________  
Claim #:________________________________________  
Date of Accident:_________________________________  
Other Info:______________________________________  
Please Fax to (305) 933-5727  
-------------------------------------------------------------------------------------------------------  
For Office use:  
AP:________ MT/PT:________ OFF Visit:______ Deduct:________ Met:______  
#of Visits:_______ Notes:_______ %:_______ Co.Pay:_______ Co.Ins:_______  
Ins Year:_____________ 


