
Benefits Verification 

 

Client Name: ________________________________  Date of Birth: ____________________ 

 

Address:____________________________________________________________________   

 

Best Phone Number: __________________________  Copay Amount: $_________________ 

 

Insured’s Name:____________________________  Insured’s Date of Birth:_______________ 

 

Relationship to Client: ___________________________________________ 

 

Insurance Company:_____________________________________________ 

 

Subscriber ID Number: ___________________________________________ 

 

 

 

 


