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INSURANCE VERIFICATION FORM
	
I’m calling from _______________________ to verify eligibility. 
We are an out-of-network- / in-network provider.  

Our Tax ID is  ______________. Our NPI # is ______________. (either/or)

Do you cover preventive (or) medical services? 

Is there a deductible? 

-What is the deductible? 

-Has the deductible been met? 

Can I please have your name?

NO COVERAGE    (  

	Name of Insurance Contact:

	
	Preventive or Medical Service:

	
	Deductible:                                          $

	
	Deductible Met?            YES   (               NO   (

	
	

	
	Date of Call:

	
	Time of Call:

	
	Your Name:




_______________________________________________________________________

* This resource was adapted from: California’s Innovative Immunization Billing Project Plan, December 2011. Kern County Public Health Services. http://www.cdph.ca.gov/programs/Documents/KernBillingToolkit.pdf. STDTAC/Jan. 2014.
FOR MORE TOOLS AND RESOURCES, VISIT STDTAC.ORG/BILLING-TOOLKIT
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