8190 E. 1st. Ave, Ste. 102

Denver, CO 80230
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Insurance Verification

Client Name: 
________________________________
DOB ___________________

Policy Holder: ________________________________
DOB ___________________
Address:          _____________________________________ 

            _____________________________________

Insurance Company _____________________________________________________
Claims/Provider Inquiries:  (        )________________________

  ID # _______________________                    Group # _________________________ 

………………………………………………………………………………………………          

Authorized use only

Date Called: ______  Initialed: _____
Insurance Elligibilty/Benefits

Network Benefits (Copay):____________________ _________________   __________







           (deductible)
         (met)
Non Network Benefits: _________________________ ________________   _________








(deductible)
          (met)
Number of Visits? __________  Combined with PT/OT?   Yes No

Pre-Authorization Needed:  Yes  No   Referral Needed:  Yes  No
92506 

92507


_____________________________________________________________

Limited to medical necessity, illness, injury or autism?    Yes  No
Coverage Exclusions: 
Office: (303)360-0727

Fax: (303) 360-0758


