
INSURANCE VERIFICATION FORM
                                       2878 Roosevelt Blvd Clearwater, FL. 33760 
                                           Phone 727-507- 8555 Fax 727-532-0091

PATIENT NAME: __________________________

Primary Insurance Name: ___________________________

Insured’s Last Name: ________________ First Name:  _______________ MI: ______

Date of birth: _____________ SS#: _______________ Male _____ or Female ________     

Address: ___________________________________City: ___________ Zip: _________

Phone: _______________________ Relationship to Patient: ______________________

Insured’s ID#: ___________________ Policy Group#: _______________

Effective Date: ___________________

PPO ______ POS ______ HMO _______

DEDUCTIBLE: ____________________

AMOUNT OF DEDUCTIBLE MET: ________________________

SECONDARY INSURANCE

Name of other Insurance: _________________________________

Insured’s Last Name: ____________________ First Name: ________________ MI: _____

Date of birth: _______________ SS#: __________________ Male: _____ or Female: _____

Address: ________________________________ City: ________________ Zip: __________

Phone: ________________ Relationship to Patient: ___________________

Insured’s ID#: __________________ Policy Group# ____________

Effective Date: __________________
I




