
Eligibility Inquiry Form 
 
Date: __________________________ Representative Name: ______________________ 
 
Patient’s Name: ______________________________ Date of Birth: ________________ 
 
Insurance Company: __________________________ Phone: ______________________ 
 
Service Date: ____________________ Codes (CPT, ICD)_________________________ 
 
Policy Effective Date: _____________________________________________________ 
 
Check the box if applicable. 
 
□ Policy requires precertification?  ​Phone # ___________________________________ 
□ Policy requires referrals?     ​ Referral Number ____________________________ 
□ Capitated laboratory?           ​ Lab name: _________________________________ 
□ Capitated radiology? ​ ​ Facility Name: _____________________________ 
□ Copay required? ​ ​ Amount: __________________________________ 
□ Deductible required?  ​ ​ Amount, has it been met?______________________ 
□ Co-insurance required? ​ ​ Amount: __________________________________ 
□ Primary care physician? ​​ Name: ____________________________________ 
 
Miscellaneous Notes: 
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
___________________________________________________ 

 



Precertification Request 
 
Date: __________________________ Insurance Company: _______________________  
Phone: _______________________ Representative Name: ________________________ 
 
Rendering Doctor: ____________________ Facility Name: _______________________ 
 
Patient’s Name: ______________________________ Date of Birth: ________________ 
 
Patient’s Insured ID: ___________________________  
 
Service Date: ____________________ Codes (CPT, ICD)_________________________ 
 
Clinical Indications: _______________________________________________________ 
 
□ Notes / Documentation Sent​ □ Via Fax #________________________________ 
​ ​ ​ ​ □ Via Mail ________________________________ 
​ ​ ​ ​ □ Via Email _______________________________ 
 
Approval date: ______________________ Precertification number _________________ 
 
Miscellaneous Notes: 
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
______________________________ 


