
 

 

Fax: 602-581-7160 or email: billing@bcpros.hush.com 

Insurance Verification Form 
*Please allow up to 48 hours for verification of benefits 

*DISCLAIMER: Verification of benefits is not a guarantee of payment. Fees quoted are an estimate based on information given 

by insurance at the time benefits are verified.  

Client Name:  

  

DOB:  Phone #:  

  

Client Email Address:  

  

Address:  

  

Primary Insured:  

 

Relationship to Client:  Primary’s DOB:  

 

Primary Insurance 

and Phone Number: 
 

 

Primary Member ID#:         
Primary 

Group ID#: 
 

 

Secondary Insurance 

and Phone Number: 
 

 

Secondary Member ID#:         
Secondary 

Group ID#: 
 

 

Therapist Name:  

  

First Date of Service:  
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