
www.allstarfitness.com

private health INSURANCE 

INFORMATION FORM

PATIENT Name: 		  DATE: 		   

ADDRESS: 	 CITY: 	 STATE:	 ZIP: 		

CELL#:	 H0ME #: 	 WORK#: 	 DATE OF BIRTH: 		

SS#:	 DATE OF INJURY: 	 REFERRING DOCTOR:	 		  
In Order To Bill Your Private Health CO. Please Ask For An Insurance Verification Form and 
please complete all of the following:

primary  INSURANCE Company name		  PHONE#: 			 

ADDRESS OF INS. CO: 	 CITY: 	 STATE:	 ZIP: 	         

INSURANCE ID: (alpha prefix)    #     		group   /plan #:: 		  	

NaME OF insured:	 DATE OF BIRTH: 	 SS#: 			 
 
YOUR RELATIONSHIP TO INSURED?  SELF   SPOUSE/PARTNER    CHILD	 INSURED SEX?  FEMALE   MALE

INSURED’S EMPLOYER OR SCHOOL 		  PHONE#: 	
	

DO YOU HAVE SECONDARY COVERAGE WITH ANOTHER INSURANCE COMPANY?  YES  NO If YES, Please complete below:

secondary  INSURANCE Company name		  PHONE#: 			 

ADDRESS OF INS. CO: 	 CITY: 	 STATE:	 ZIP: 	         

INSURANCE ID: (alpha prefix)    #     		group   /plan #:: 		  	

NaME OF insured:	 DATE OF BIRTH: 	 SS#: 			 
 
YOUR RELATIONSHIP TO INSURED?  SELF   SPOUSE/PARTNER    CHILD	 INSURED SEX?  FEMALE   MALE

INSURED’S EMPLOYER OR SCHOOL 		  PHONE#: 	

Please read and sign below.: 
In fairness to our other patients and to us, 24 hour notice is required for cancellation of an appointment, or you will be charged in full for the 
time booked.

Once your insurance coverage has been verified, we will be glad to bill directly to and accept payment from the insurance company. It should 
be understood that all services are charged to you, the patient, who is legally responsible for payment. Patient agrees to pay all collection costs 
including, but not limited to reasonable attorney fees, late charges and litigation costs in the event of any breach, including failure to timely make 
any required payments.

I hereby authorize the release of my medical records to the above insurance company for the express purpose of payment for my medical bills 
incurred in this office.

I hereby authorize the insurance company or attorney to remit payment directly to this office.

Signature: patient/parent/guardian		  DATE:		



www.allstarfitness.com

PATIENT private health INSURANCE 

VERIFICATION FORM

Does your Ins. Policy cover Massage Therapy performed by an LMP?  	 YES  NO

Does treatment have to be referred?  	 YES  NO

Does treatment have to be prescribed??  	 YES  NO

Who can refer/prescribe Massage Therapy?: 			   PCP   MD    DC     ND 

primary CARE PHYSICIAN (PCP):		  PHONE#: 			    

PRE-AUTHORIZATION

claims should be sent to 		   		

DATE:	 PERSON SPOKE WITH:		

Signature: patient/parent/guardian			 

annual Massage benefit limits ($ amount and/or # of treatments):		  	  

Do the benefit limits include treatment by a P.T. and/or a D.C.??  	 YES  NO 

What is the deductible?	 has it been met? 	 YES  NO If NO remaining amount?	   

Is there a co-pay?		  YES  NO If YES how much? 	

Does the LMP have to be a Preferred Provider?  		  YES  NO 

Is 	 	 LMP on the list?  	 YES  NO

Are there “out of network” benefits?  		  YES  NO If YES what% 	

		 is the deductible the same?  		  YES  NO If NO amount?	

		 Is the annual massage benefit limit the same?  		  YES  NO If NO amount?	  

Does the plan require pre-authorization?  	 YES  NO

Who is responsible for pre-authorization?  	 THE DOCTOR  THE MASSAGE THERAPIST 

send authorization reports to 		   	  

ADDRESS: 	 CITY: 	 STATE:	 ZIP: 		

PHONE#:	 FAX#: 			 

benefit amounts




