
	  
	  

Insurance	  Verification	  Form	  

	  
Client’s	  Information:	  

	  

Name:_______________________________________________________________________	  

Date	  of	  Birth_________________________________	  Gender:__________________________	  

Address:_____________________________________________________________________	  

City:_______________________________State:________________________Zip:__________	  

Home	  Phone	  Number:___________________________________________________________	  

Diagnosis:	  _____________________________________________________________________	  

	  

Insured’s	  Information:	  

Insurance	  Company:____________________________________________________________	  

Identification	  Number:___________________________________________________________	  

Group/PlanNumber:_____________________________________________________________	  

Employer:	  _____________________________________________________________________	  

Insured’s	  Name:_________________________________	  Insured’s	  date	  of	  Birth:____________	  

Insured’s	  Gender:_________________	  Insured’s	  Email:________________________________	  

	  

*Please	  provide	  us	  with	  a	  copy	  of	  the	  front	  and	  back	  of	  your	  insurance	  
identification	  card.	  

	  


