PATIENT INSURANCE VERIFICATION OF BENEFITS FORM

(Please complete in full)

Name _________________________________________________ DOB ______/______/______

Address__________________________________ 

Soc. Sec.#______/_______/__________

____________________________________________       Home Phone (_____)________________

_________________________________________Cell Phone (_____)________________

Therapist’s Name ______________________Appointment date___/___/___ Time ________ AM/PM 

Policyholder name________________________________Policyholder DOB____/____/_________

Policyholder Soc.Sec.#_________________________ Employer____________________________

Insurance Co._____________________________  Type of plan: HMO POS PPO EPO or Other

Policy ID#______________________________Group ID#_______________Eff. Date__________

Mental Health Claims address and phone number: (Found on back of insurance card) ______________________________________________________________________________

________________________________________________    (______) ___________________

Name of telephone representative _____________________________ Date & Time of call _________

Download or request claim forms which you will fill out and return with session receipts.

Do you have outpatient mental health benefits? Yes or No

Is your therapist in network? Yes or No

Copay Amount $_____________ Deductible amount $__________

Has yearly deductable been met? Yes / No
Number of yearly visits allowed ?__________

Does your plan have a lifetime maximum mental health benefit? Yes / No  Amount ____________

Do you have out of network benefits? Yes or No

If Yes, what are they? ___________________________________________________________________

_____________________________________________________________________________________

Will authorization cover:

· 90801 (Initial Evaluation) Yes / No
· 90806 (therapy) Yes / No
· 90808 (Individual therapy, 75-90 minutes) Yes / No
· 90846 (Family therapy without patient) Yes / No

· 90847 (Family therapy with patient) Yes / No

· 90853 (Group therapy) Yes / No

Please request the following authorizations: 90801, 90806, Other ___________________

Authorization #_______________________________________

How many visits are approved #_______ Start Date: ______________End Date_________________

Patient Signature: _____________________________ Date:__________

We hope that this information will help you understand the mental health benefits of your insurance

plan. Please arrive 15 minutes prior to your first appointment. Please understand that we do not

accept financial responsibility for patients who see a provider who is not in network and/or benefits

that are not covered under your insurance plan. 

Please note: Missed appointment fees are not covered by your insurance plan.
