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Insurance Information and Verification Form

Insurance Information-Primary Policy
Insurance Provider: ___________________________   Policy Number: _________________________
Insured Name: ________________________________ 
Patient’s Relationship to Insured:   ___ Dependent Child   ___ Spouse       ___Student        ___Other
Insured’s Address (if different from patient): _________________________________________
Zip Code ___________   Phone Number: (_____)___________________ SSN: _______________
Insured’s Employer: ___________________________ Work Phone: (____)__________________

Insurance Information-Secondary Policy
Insurance Provider: ___________________________   Policy Number: _________________________
Insured Name: ________________________________ 
Patient’s Relationship to Insured:   ___ Dependent Child   ___ Spouse       ___Student        ___Other
Insured’s Address (if different from patient): _________________________________________
Zip Code ___________   Phone Number: (_____)___________________ SSN: _______________
Insured’s Employer: ___________________________ Work Phone: (____)__________________

Parents Name (Print): __________________________________________________________________

Parent Signature: ______________________________________________________________________
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