HEALTH INSURANCE VERIFICATION FORM 

Oregon Hearing Solutions bills insurance as a courtesy to our patients, however, patients are ultimately responsible for all charges resulting from all office visits, products, and services received. Therefore, it is important that you understand your own coverage and benefits. This form will help you understand your insurance coverage. If your insurance changes, please complete this form with corrected information and present your insurance card at your next visit. 

Name: ____________________________________________________ Date of Birth: ________________________

Primary Insurance Company: _____________________________________________________________________

Policy/ID Number: __________________________________ Group Number: ______________________________

Primary Insured Name: _________________________________ Date of Birth: _____________________________

Address: ______________________________________________ Phone: _________________________________

Secondary Insurance Company:___________________________________________________________________

Policy/ID Number: __________________________________ Group Number: ______________________________

Primary Insured Name: _________________________________ Date of Birth: _____________________________

[bookmark: _GoBack]Address: _____________________________________________ Phone: __________________________________

PLEASE CALL MEMBER SERVICES FOR THE FOLLOWING INFORMATION
The phone number for your insurance company’s member services or customer service department should be listed on your insurance card.

Representative Name: ___________________________________________ Date of Call: _____________________

Reference Number of Call: _______________________________________________________________________

When did coverage begin? ___________________________ When does coverage end? ______________________

Do I have a deductible?  Y    N   How much? ______________________ How much has been met? ______________
Is deductible based on calendar or fiscal year? (circle one)

Do I have coverage for: 		Do I pay a copay or %? 		Do I have a maximum benefit? 
				How much? 			How much?

Hearing Evaluations  Y   N    

Hearing Aids	      Y   N   

Is the doctor/clinic in network? Y   N   If out of network, do I have out of network benefits? Y   N  (If yes, describe below)


	

Do I need a referral from my PCP or prior authorization? If yes, describe:

I acknowledge that the above listed coverage is valid and correct. I understand that benefit verification is not a guarantee of coverage by my insurance company and that I am financially responsible for all services rendered by Oregon Hearing Solutions.

Signature: 								Date: 
If signed by someone other than the patient, please indicate relationship: 
