
ELIGIBILITY INSURANCE VERIFICATION FORM
PATIENT NAME: ____________________________ DOB: ____________ ID#_______________SS#___________ 
SUBSCRIBER NAME: ________________________ DOB: ____________ ID#______________ SS#___________ 
INSURANCE COMPANY: __________________________ GROUP#________________ PH#_________________ 
EMPLOYER/GROUP PLAN NAME:________________________________________________________________ 
ADDRESS: ____________________________________________________________________________________ 
NETWORK?    ▢ IN     ▢ OUT    FEE SCHEDULE? __________________ PAYOR ID#__________________ 
EFFECTIVE DATE: __________________ BENEFIT PERIOD:   ▢ CALENDAR YR         ▢ BENEFIT PERIOD ___________

ANNUAL MAXIMUM: $____________ REMAINING: $________

INDIVIDUAL DEDUCTIBLE: $________ REMAINING $_________

COMPLETED BY: ___________________ DATE: _______________
METHOD: ▢ ONLINE ▢ FAX ▢ PHONE: REF#___________________

OFFICE NAME | ADDRESS | PHONE NUMBER
TAX ID# | DOCTOR NAME | NPI# | LIC#




