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INSURANCE	  VERIFICATION	  FORM	  
	  

CLIENT	  INFORMATION	  (CHILD	  RECEIVING	  SERVICES)	  
	  
LAST	  NAME:	  __________________	  	  	   FIRST	  NAME:	  __________________	   DOB:	  	  ______	   GENDER:	  ______	  	  
	  
	  
HOME	  ADDRESS:	  	  	  __________________	   CITY:	  _________________________	   STATE:	  	  ______	   ZIP:	  	  ____________	  
	  
	  
DIAGNOSIS:	  _________________	   PRIMARY	  CARE	  PHYSICIAN:	  ______________________	   PCP	  PHONE:	  	  ________________	   	  
	   	  

FINANCIALLY	  RESPOSIBLE	  PARTY	  
	  
LAST	  NAME:	  __________________	  	  	   FIRST	  NAME:	  __________________	   EMAIL:	  _____________________________	  
	  
	  
HOME	  ADDRESS:	  	  	  __________________	   CITY:	  _________________________	   STATE:	  	  ______	   ZIP:	  	  ____________	  
	  
	  
SPOUSE	  LAST	  NAME:	  __________________	  SPOUSE	  FIRST	  NAME:	  __________________	  EMAIL:	  ___________________________	  
	  
	  
HOME	  PHONE	  NUMBER:	  _______________	  CELL	  NUMBER:	  ______________________	   WORK	  NUMBER:	  ____________________	  

	  
PRIMARY	  INSURANCE	  

	  	  	   	   	   	   	   	   	   	  
INSURANCE	  CO:	  _________________________________	  

	   	   	   	   	   	   	   	  

	   	   	  
SECONDARY	  INSURANCE	  

	   	   	   	  
INSURANCE	  CO:	  _________________________________	  
	   	   	   	  

SUBSCRIBERS	  NAME:	  ________________________________	  

	   	   	   	   	  
SUBSCRIBERS	  DOB:	  __________________________________	  

	  
EMPLOYER:	  	  _______________________________________	  

	  
POLICY	  ID:	  	  ________________________________________	  

	  
GROUP	  #:	  _________________________________________	  

	  
INSURANCE	  PHONE	  #:	  _______________________________	  
	   	   	   	  

SUBSCRIBERS	  NAME:	  ________________________________	  	  	  

	   	   	   	   	   	  
SUBSCRIBERS	  DOB:	  __________________________________	  

	  
EMPLOYER:	  _______________________________________	  

	  
POLICY	  ID:	  ________________________________________	  

	  
GROUP	  #:	  _________________________________________	  

	  
INSURANCE	  PHONE	  #:	  _______________________________	  
	   	   	   	   	   	  


