NYB PRIVATE INSURANCE Verification/Authorization 
Date of Patient Call         /        /         	Date of Initial Appointment         /        /         	Time:          		     .New PT:                      Returning PT:                     .

PERSONAL INFORMATION:
Last Name:                                               		          MI:              First Name:     	                                                                   .
Date of Birth:          		                      .Sex:                    .
Address:                                           		             	         .City:           			                                      .
State:                Zip Code:                        . . Email:                     				                                                    .
Home Phone #:                 	      		           	       .Cell Phone #:            	     		                        .
INSURANCE:
Primary Insurance:                                                              Member ID #:                                                 __________________
								      ________________________________________
Policy Holder Name:                                                                             Relationship to Patient:                                                        .
Policy Holder DOB:                                                                Provider Services Phone #:                                                                  .

Secondary Insurance:                                                          Member ID #:                                              Group #:                             .(On Back of Insurance Card)

Policy Holder Name:                                                                             Relationship to Patient:                                                        .
Policy Holder DOB:                                                                Provider Services Phone #:                                                                  .(On Back of Insurance Card)

Ask if Rx is within 30 days? 	YES/NO         If not, need to get an updated one. 
REFERRAL:
Referring Physician:                                                                                  Phone #:                                                                               .
Primary Physician:                                                                                    Phone #:                                                                               .
Diagnosis/Dizzy/Bal/Vertigo:                                                                                                                                                                 .
Has patient received PT in the past Calendar year:   YES/NO If Yes, please provide dates/# of visits approx.                     .For Office Use Only


Date of Insurance Call        /       /        	Spoke With                                                      Pre-Cert/Auth Required:     YES/NO
Call Reference #:________________________________
Medicare Cap Amount Used: $                                               Last Year MC Cap Used:$                                                              .
Authorization #:                                                                              Authorized Visits                                                                 	
Co-Pay $                             Per Visit	Co-Ins %:                                    	Deductible:$                                    Single/Family
Other: 									Amount Met:$                                .                         																																																																				_____________
