Individual Insurance Verification Form


Todays Date:   _________________________________________

Name of Insured: _______________________________________

Date of Birth: __________________________________________

Insurance Company: ____________________________________

Insurance Company Servicing Mental Health: ________________


Patient Insured Financial Responsibility


Co-Pay: ______________________________________________

Co-Insurance: _________________________________________

Insurance pays after co-pay: ______________________________

Deductible: ___________________________________________

Has the deductible reached?: ______________________________ 

Number of visits allowed: ________________________________

Is authorization required? ________________________________

[bookmark: _GoBack]Expiration of Authorization: ______________________________ 
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