Kimberly Nelson, MFT
INSURANCE VERIFICATION FORM

Fax (619) 464-7772  
TO BE FILLED OUT BY Kim:                                                
Today Date: __________  Date of Init Visit:  __________  Need by:___________

Patient Name: ______________________________________________________

Pt  DOB: _______________________  Pt Phone: __________________________

Subscriber Name if dif: ________________________ Relationship: ___________
Subscriber DOB:________  Subscriber Employer: _________________________

Insurance Name: _______________________  Ins Phone #: _________________

Sub ID #: ___________________________  Group #: _____________________

1) BENEFITS: (TO BE FILLED OUT BY CMM) ____IN Network ___OUT Network
Effective Date: __________ Verified with: __________Verified by____________
2) EAP?  Bill to: ___________________________  EAP # _________________VISITS:____

                              ___________________________ Date Range: ____________________
3) Parity Benefits: (AKA Severe)
Deductible:_______ Met: yes / no $ Amt:_______  OOP:_______Copay: _______

Max. Visits: ______ Benefits: __________________________________________
4) Non-Parity Benefits: (AKA non-severe)
Deductible:_______ Met: yes / no $ Amt:_______  OOP:_______Copay: _______

Max. Visits: ______ Benefits: __________________________________________

5) Auth: ________________________ Dates: ______________  Vis auth: ______

6) Insurance Billing Address: ___________________________
                                              
___________________________

                                               
___________________________
