Insurance Verification
Clerk:___________
Verified by :_____________ Date:___________________


Patient Name:___________________________________ Date of Birth:_________ Relationship:___________
Subscriber Name:____________________________ Date of Birth:__________  SS/ID#___________________

Employer Name:____________________________ Group#:​​​​​​​​​​_______________________

Insurance Carrier:___________________________ Phone#:_______________________

Insurance mailing:______________________________  Effective Date: ________________
Address
      ______________________________
                             _______________________________ 

Coverage:Single, Spouse , Family                Plan Date: Calender:___________________

Maxium:$______________ Yearly, Lifetime       Remaining Benefits:_______________

Deductable Applied to : Preventitive: _____ Basic:______ Major:______

Deductible: Individual________Family_________

Percentage of U&C Or Fee Schedule    Payable to patient____________ or Provider_______________
Percentage:Preventive:_______% Basic_______%Major_______%Perio_______%Endo_______%Freq______
Oral Surgery_____%Dental or Medical// Including7210 ,7220, 7230, 7240, 7241 Nitrous 9230 _______%

Frequency on : Exam:___________Prophy__________Btwx__________Panorex______
 4355
FMD__________ W/Exam____________4910__________Combined w/ Prophy 4341_______#Quads Per visit
Fluoride________%Age Limit____Frequency____________
Sealants:______% Age Limit______Frequency:__________________Perm/All teeth______
Claim History_________________________________Posterior Composites Covered/Downgraded__________ 
TMJ Coverage?________% ____________________  Bruxism Coverage?9940___________%
Prosthethics Replacement Frequency:_____5yr._____7yr._____10yr._____No Limit
Missing tooth exclusion:Yes _____No______ Waiting period:___________
Pre-Estimates: Required________Suggested______ Payment on Seat________or Prep Date_______
Implant Coverage_________%Implant Crown_____________Bonegrafts________________
Ortho Coverage______%Deduc$_______Annual Or Lifetime$_________Payments__________
Electronic claims Accepted:______________Payor ID _________Fax#____________________





Update

Year________Deductible Met      Yes   No

Posted Benefits in Computer?   _______ (Staff Initials)

