Insurance Verification Form
Daniel Wasserman, AP
Your Name:  
Address: 
City, State and Zip: 
Phone: 
Date Of Birth: 
Subscriber/Identification Number: 
Group Number: 
Insured Name (if different): 
Relationship to patient: 

Insurance Company Name: 
Insurance Phone #: 
(Look a ‘phone number for providers)

 Please fax to 954-389- 0641.
You will receive a phone call from our staff with in two days.
