New Patient Insurance Verification Form:          
My Name                                     My DOB                                             My Insurance:                         

My Address:                                                ST/ZIP                               My Member ID:       

 







         Policy Holder Name:                    

Dear Patient,

Please call your insurance company and ask for OUTPATIENT MENTAL HEALTH BENEFITS IN AN OFFICE SETTING.  Make sure to get IN-Network benefits, or OUT-OF-Network benefits depending on your doctor’s type

MY DOCTOR’S NAME IS:___________________________________ Ph.D / LPC / LMFT / LCSW/ MD
These are:  (circle one)        IN-Network benefits                 OUT-Network benefits

My therapy visits are for:  (circle one)     INDIVIDUAL- 90806          FAMILY -90847        GROUP- 90853

1. Policy Effective Date:___________________________

2. Policy Group Number___________________________ 

3. My Copay (or) Co-Insurance: (non-serious)_______________           (serious)______________

4. For mental health benefits the telephone number is__________________________________

5. Provider sends claims to this address: ______________________________________________________

6. Is authorization needed for my therapy visit?  (  Y  )     or      ( N )


My authorization number is ______________________________


My authorization is good from ____________________________ to _______________________


My authorization covers service codes   90801  x  _____ (number of visits)

    





    90806  x  _____  (number of visits)

    90847  x  _____   (number of visits)

    90853  x  _____  (number of visits)

7. Deductible amount: $_______________.   I have met  $___________ of my deductible as of ____________.

8. Health fund? $________.  Amount remaining  $_________ 

