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       Phone 786.537.0771
            INSURANCE VERIFICATION FORM

Patient Name:  __________________________________________________________

Patient Address:  ________________________________________________________

City, State, Zip: _________________________________________________________

Patient Phone number:  ___________________________________________________

Date of Birth:  ____________________________Male/Female:  __________________

Patient Subscriber ID #:  __________________________________________________

Group#:  _______________________________________________________________

Relationship to insured:  __________________________________________________

Single/Married/Other:  ____________________________________________________

Insurance Company name:  ________________________________________________

Insurance company phone #:  _______________________________________________

Claim # if accident:  ______________________________________________________

Date of accident/injury:  ___________________________________________________

Other info.:  ____________________________________________________________

TO BE COMPLETED BY OFFICE STAFF
NO Coverage_____________Coverage__________________________________

Deductible:  _______________
Amount met:  ______________

Visits per year:  ______________      Office visit  Yes/No

Allowable %:  ________________    PT   Yes/No   Units/Visits

Other:  ______________________________________________________________

Acupuncture Yes/No    Units/visits:  ______________________________________
If the claim is rejected by the insurance company for any reason, I hereby consent to have my credit card billed for the acupuncture services I have received:

Signature _____________________________Name: ______________________   Date _____________

Credit Card Type _________number __________________    Expiration ____________          Code____
�








