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WELLNESS CENTER

INSURANCE BENEFITS VERIFICATION FORM

Patient Information

Full Legal Name:

Date of Birth:

Insurance Company:
Primary Insured Name:
Insured Date of Birth:
Subscriber ID /Member ID:
Group ID (if applicable):
Benefits Information
Reference Number:

Date and Time of Call:
Representative Name:
Effective Date:

Coinsurance or Copay?

Deductible? How much met? Applies?
Out of Pocket Maximum? How much met? Applies?
Limitations?

# of Visits? # of Visits Used?

In Comination with?

Any Restrictions?

Need Authorization or
Referral?

Email: info@pinnaclepdx.com Phone: 503-746-6095 Web Site: pinnaclepdx.com




