(VOFC)
GREENE REHAB SERVICES

INSURANCE VERIFICATION

The following benefit information has been obtained from your insurance company and is not a guarantee of payment.  We have agreed to bill your insurance company and to provide additional information as reasonably requested.  The patient is ultimately responsible for any amount not covered by their insurance since the contract for coverage is between the patient and the insurance company.  Please review and acknowledge by signing below:

Patient Signature: ________________________________________ Date: _________________


Patient Name: ______________________________ SSN #: ____________________ DOB: _____________
Primary Insurance: __________________________ ID #: _____________________ Group #: ___________

Claims Address:  _______________________________________________



    _______________________________________________ 


       
    _______________________________________________

Phone number:    _________-_________-____________ Ext. __________


Person Spoken with:  __________________________ Date: __________ Time: _______

Effective Date: _________________   Deductible amount: ______________ Met? ___________ 


Co-pay amount: _________________ # of visits? _________________________________________


Max $ amt? ____________________   Limit on # of modalities? _____________________________

Additional Information: ______________________________________________________________

              _______________________________________________________________________________   
Secondary Insurance: _______________________ ID #: ______________________ Group #: ___________

Claims Address:  _______________________________________________




    _______________________________________________



       
    _______________________________________________


Phone number:    _________-_________-____________ Ext. __________


Person Spoken with:  __________________________ Date: __________ Time: _______


Effective Date: _________________   Deductible amount: ______________ Met? __________

Co-pay amount: _________________ # of visits? ________________________________________
 


Max $ amt? ____________________   Limit on # of modalities? ____________________________

Additional Information: _____________________________________________________________
              ______________________________________________________________________________
              ______________________________________________________________________________

              ______________________________________________________________________________

              ______________________________________________________________________________

              ______________________________________________________________________________

              ______________________________________________________________________________

              ______________________________________________________________________________

              ______________________________________________________________________________

              ______________________________________________________________________________

              ______________________________________________________________________________

              ______________________________________________________________________________

              ______________________________________________________________________________

              ______________________________________________________________________________

              ______________________________________________________________________________

              ______________________________________________________________________________

              ______________________________________________________________________________

              ______________________________________________________________________________

              ______________________________________________________________________________

              ______________________________________________________________________________
