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John D. Lipani, MD, PhD, FAANS, FACS 

3836 Quakerbridge Road  Suite 203  Hamilton, NJ  08619 

 609-890-3400  (Fax) 609-890-3410 

 

PATIENT INSURANCE VERIFICATION FORM 

 

Patient Information 

 

_______________________________________          ________________________________________ 
Last                                First                       Middle                  Employer                                    Phone number       

 

_______________________________________         ________________________________________ 
Address                                                                                    Social Security number                 Date of Birth 

 

_______________________________________          _____________   Male   _____________ Female    
City                                 State                    Zip Code                                              Gender 

 

 

Patient Insurance Information 

 

______________________________________          _________________________________________ 
Primary Carrier                                    Plan Name              Secondary Carrier                     Plan Name 

 

______________________________________         _________________________________________ 
Policy Number                                Group Number             Policy Number                                       Group Number 

 

______________________________________          _________________________________________ 
Effective Date                      Carrier Phone Number           Effective Date                            Carrier Phone Number 

 

_______________________________________         ________________________________________ 
Subscriber’s Name       Subscriber’s Name 

 

_______________________________________        ________________________________________ 
Subscribers Date of Birth                                               Subscribers Date of Birth 

 

_______________________________________        ________________________________________ 
Relationship to Patient                                                       Relationship to Patient 
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Patient name _____________________________    Date of birth _____________________________ 
 

 

Patient Eligibility Information (For Office Use Only) 

 
 

Out Of Network   $ ______________      $   ______________   $ ____________      $   _____________ 
                                  Co-Payment                      Deductible                   Co-Insurance                 Out of Pocket  

 

Has annual deductible been met? __________    Yes  __________    No 

 

Is a referral necessary?  __________    Yes  __________    No 

 

 

Patient Referral and Pre-Authorization Information (For Office Use Only) 

 

____________________________________________________________________________________ 

Date Insurance Contacted                                    Name of insurance contact                   Time of Contact 

 

____________________________________________________________________________________ 

Pre-Authorization Phone Number                                                            Pre-Authorization Contact Name 

 

________________________________________________________________________ 
Reference Number of Call 

 

________________________________________________________________________ 
Referring Physician                        Phone number                              Pre-authorization Approval Number 

 

____________________________________________________________________________________ 

Princeton Neurological Surgery employee completing this form                                  Date 

 

 

 

 

 

 

By signing this form I attest that I have provided information that is true and accurate  

to the best of my knowledge. 
 

 

      Patient Name Printed   ________________________________________      Date   ________/________/________ 

                                                                                                                                 Month           Day          Year 

 

       

      Patient Signature _________________________________________ 
                                                  

 


