
Insurance Verification Form

Patient information

Name: Date of birth:

Address:

Phone number: Email address:

Insurance policy number: Group number:

Emergency contact name: Emergency contact number: 

Insurance provider information

Insurance company name:

Policyholder name (if different from patient):

Insurance provider phone number:

Effective date of coverage:

Expiration date of coverage (if applicable):

Type of coverage (HMO, PPO, etc.):

Insurance coverage information

Covered services (check all that apply):

 General medical
 Mental health
 Physical therapy
 Dental
 Vision
 Other (specify):

Pre-authorization required?  Yes  No

Deductible amount: Met?  Yes  No

Copayment amount:

Coinsurance amount:

Out of pocket limit:

Signature: Date:

Patient’s signature: By signing below, I authorize the healthcare provider to verify my insurance 
coverage as outlined in this form.


	Name: Emily J. Parker
	Date of birth: January 5, 1985
	Address: 123 Oak Street, Springfield, IL 62704
	Phone number: (217) 555-8467
	Email address: emilyparker@email.com
	Insurance policy number: 9876543210
	Group number: 56321ABC
	Emergency contact name: Michael Parker
	Emergency contact number: (217) 555-4298
	Insurance company name: United Healthcare
	Policyholder name if different from patient: Emily J. Parker
	Insurance provider phone number: (800) 555-5555
	Effective date of coverage: March 1, 2023
	Expiration date of coverage if applicable: February 28, 2024
	Type of coverage HMO PPO etc: PPO
	Deductible amount: $1,500
	Copayment amount: $25 per office visit
	Coinsurance amount: 20% after deductible
	Out of pocket limit:  $6,000
	Signature: Emily J. Parker
	Date: December 13, 2024
	Check Box11: 
	0: Yes
	1: Yes
	2: Yes
	3: Yes
	4: Yes
	5: Yes

	Text12: Chiropractic care
	Group13: Choice2
	Group14: Choice3


