
INSURANCE VERIFICATION FORM 


Please fill out this insurance verification form in its entirety and bring it to your first 
therapy session along with a copy ofyour insurance card. This will make filing your 
insUrance possible. Get an authorizati2n number unless your plan states 
precertiftcation is not required. 'Please printleB'b\y\ 

INSUIANCiINPORMATlON:Patlent: ___________ Birth Date: _______ 
PatfentSS#: __________ 
~mtAdd~: _______________--__________________ 

Subscriber's Name: _________ 
Relationship to Patient: _______ 

INSURANCE COMPANY:
Name: ___________ 
Pollcy/ID#: Group ID#: _______ 
Phone#: __________ 

BUling Address: 

MENTAL IlEALTH BENEPlTS: 
Deductlble S______ 
Co-pay$ _______ 

#VlsttsAllowed PerYear (calendar Year Max) 
Covered TherapIes: 

_Indjvidual 
_ Marital/PamUy 
_Group 
_ Psychological Testing 

PRBCERTlPlCAnON: 

Pre<:6rt Requtred~ Yes ar No 

1# Visits Authorized ___ 

Start Date ____ End Date ____ 

Authorization # _________ 





