DME Insurance Verification Form

Subscriber: ____________________________

Patient _______________________________

Relationship ___________________________

If Parent, DOB _________________________


Insurance Company: ____________________

_____________________________________

_____________________________________

Phone: ___________________________

Contact: __________________________



Type

____ Work Comp ID# ________________________________________

____ Accident Patient 
DOB ____________ DOI _________________

____ Supplemental

____ Employer Group Employer ____________________________________

Item __________________________ Purchase $ ___________ Rental$ ____________

Item __________________________ Purchase $ ___________ Rental$ ____________

Item __________________________ Purchase $ ___________ Rental$ ____________

Item __________________________ Purchase $ ___________ Rental$ ____________

Name of person you are talking to: ________________________________ Ext.: _______

Has a case manager been assigned to this case? __________________________________

Is payment limited to specific providers? _______________________________________

Is the insured covered for purchase/rental of DIVIE? _____________________________

Is the insured covered for supplies to DIVIE? ___________________________________

Do you require prior authorization or pre-certification? ____________________________

What percentage of coverage? __________________ Deductible met? ________________

Are special claim forms required? _______________ HCFA 1500 ___________________

Is a copy of our itemized invoice and Rx acceptable? _________

Is this policy the primary policy? _________________ Secondary? ___________________

Do you require any special medical documentation other than the Rx? _________________

Will the policy pay the provider directly? ________________________________________

Do you apply rentals to the purchase price? ______________________

Name of the person with whom you ___________________________________________

Confirm the address of the insurance company where the claims should be submitted 

________________________________________________________________________

________________________________________________________________________

Your Name ________________________________________ Date ________________

