INSURANCE VERIFICATION CHECKLIST

Practice:

Date of Call:

Rep Name:

Date:
Prepared by:
SECTION A: PATIENT INFORMATION
(] Patient Name
(J poB
(] Employer
(] Group #
() Subscriber ID
SECTION B: COVERAGE DETAILS
(J Frequency Limits (Exam / X-ray / Prophy)
(] Annual Maximum
(] Deductible
(] Waiting Periods
CJ Downgrades / Alternate Benefits

SECTION C: VERIFICATION CONFIRMATION

Reference #:

Notes:

continued...



SECTION D: ACCOUNTABILITY

Verified by:

Reviewed by:

Date:

SIGN-OFF

Manager: Doctor: Date:

For more forms, SOPs, and training guides,
join DOMA = _dentalofficemanagers.com/joindoma

This sample form is published by Dental Manager Connect LLC for illustrative purposes only. Your clinical procedures, documentation practices, and associated risks
may differ from those described here. We strongly encourage you to adapt this form to fit the unique needs of your practice and your patients. The information
provided in this document is not intended to serve as legal advice. Each dental practice presents unique circumstances, and laws or regulations may vary by state. For
this reason, we recommend consulting with your attorney before using this or any similar form within your practice. © 2025 Dental Manager Connect LLC. All rights
reserved.
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