
MAJOR MEDICAL VERIFICATION 
 
Patient’s Name:_____________________________________________ 
 
Patient’s SS#     _________________________    Patient’s DOB: _______ 
 

Insured’s Name:____________________________________________ 
 Address:____________________________________________ 
 

Insured’s Employer:_________________________________________ 
 
Insured’s Social Security No:_________________    Insured’s DOB:_______ 
_______________________________________________________ 
OFFICE USE ONLY 
 
Insurance Company Name___________________________________ 
 
Address to send bills to:_____________________________________ 
                                           ______________________________________ 
 
Ins. Co. Phone #__________________ 
 
Group #:______________  Policy #:____________________ 
 
Person spoken with at insurance company___________________________ 
 
Effective Date:__________ Deductible:___________________________ 
 
 
Are there out-of network benefits? _________ Amt. Deductible Met________ 
 
 
Percentage Paid: _____________ Maximum Payout:_________________ 
 
Co-payment: ________________ 
 
 
Modalities:_________________ X-Rays_________________________ 
 
 
Number of visits covered:______________________________________ 
 
Completed by ___________________Date_______________________ 
 
Spoke with patient on _____________ Employee’s Initials______________ 
 
Entered in computer on____________ By________ 


