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INSURANCE VERIFICATION FORM

INSURANCE COMPANY

Subscriber Information

Name

Date of Birth

SSH#H/ID#

Patient Information

Name

Date of Birth

Authorization #

Deductible

Number of visits eligible for

Co Payment

DATE

Submit claims to:

3333 Skypark Drive, Suite 220 * Torrance, CA 90505 ¢ Tel 310.257.5750 * Fax 310.257.5753

423 South Pacific Coast Highway, Suite 102 - Redondo Beach, CA 90277 * Tel 310.792.1823 « Fax 310.540.8904




