
  Eagle River Therapeutic Massage

Insurance Benefits Verification Form

Patient Name _____________________________________________________________________________

Address_________________________________________________________________________________

Social Security #_____________________________ Date of birth______________________________

Work phone_________________________________ Home phone______________________________

Referring Physician___________________________ Dr.’s phone_______________________________ 

Insurance Information:

Insured’s name: ___________________________________________________________________________

Insured’s Date of Birth: ______________________ Insured’s SS#_____________________________

Address: ________________________________________________________________________________

Work phone: ______________________________ Home phone _____________________________

Claim number or ID number_________________ Group number____________________________

Allowable benefits: __________________________ Yearly deductible: ________________________ 

Has it been met? ____________________________ Co-pay: _________________________________

 

Name of person you talked to at your insurance company: _________________________________________

Date and time of conversation: _______________________________________________________________

Follow up/ comments: ______________________________________________________________________

________________________________________________________________________________________ 


