
Harmony Heals, Inc 

 
 

INSURANCE VERIFICATION 
 

Client Name: _______________________________________ Date of Birth: ________________________ 
 
Name of Insured: ___________________________________ Relationship to Insured: ________________ 
 
Primary Insurance: __________________________________ Secondary: ______________________________ 
 
Insurance Company Address: __________________________________________________________________ 
 
Insured Social Security Number: _______________________________________________________________ 
 
Policy Number: __________________________________ Group Number: _______________________ 
 
Employer: _____________________________  Phone: ______________   Effective Date: _________________ 
************************************************************************************** 
IN-PATIENT PSYCHIATRIC 
 
Hospital Benefits: ________________________  Stop/Loss: _________ Misc: _____ Deductible: ___________ 
 
Professional Benefits: _____________________ Deductible: ________ Met: ___________MD/PHD Same Day 
 
Different Diagnosis Required: _________________________Psych. Testing: ___________________________ 
 
Paid As a Visit: _______________  Maximum Benefit Testing: _________________ Group: _______________ 
 
Family: __________  Biofeedback: ____________ Therapeutic Passes:  Day: _________  Night: ________ 
 
PhD: ______  MFT: _______ LCSW:__________ Maximum Lifetime: ____________________________ 
 
Yearly Maximum: ____________  Number of Days: _____________ Maximum Lifetime Used: ____________ 
 
Yearly Maximum Used: ________________ Electric Convulsive Therapy: _____________________________ 
 
Partial Hospitalization: ________________ RTC: ___________  Polysomnography: ______________________ 
************************************************************************************** 
DRUG AND ALCOHOL 
 
Drug Related: _______________________   Maximum: _____________  Paid Exactly as Above: ___________ 
 
Alcohol Related: _____________________  Limitations: ____________ Maximum: ______________________ 
 

OUT-PATIENT PSYCHIATRIC 
 
Deductible: ___________________ Paid At: __________________ Yearly Max: _________________________ 
 
Psych. Testing: ________________ Group: ___________________ Lifetime: ____________________________ 
 
Family: _____________ Biofeedback- (Psych. Or Medical):__________________________________________ 
 
Pre-Authorized: _________________  Phone Number: ______________________________________________ 
 

 
Pre-Authorization required for In-Patient:  Yes _____  No ______    Phone: ______________________________ 
 
Pre-Existing Clause: _____________Primary Physician: _________________Primary Therapist: _____________ 
 
Contact @ Ins. Co._____________________  Verified By: ________________  Date: ______________________ 
 
I hereby declare the above information is true and accurate and that I am legally responsible for all charges 
incurred.  I also understand that a 24-hour notice of cancellation is required to avoid a charge. 

 
24351 Moulton Pkwy Suite 120 Laguna Woods, Ca. 92637 

Telephone (714) 897-1615, (949) 837-2751 & Fax (949) 586-5695 
 


