
Insurance Verification Form 
 
 
 

• Your Name (as shown on ID card): ________________________________________ 
 

• Gender: _____________________________________________________________ 
 

• Address: _____________________________________________________________ 
 
____________________________________________________________________ 

 
• Email: _______________________________________________________________ 

 
• Date of Birth: _________________________________________________________ 

 
• Insurance Company Name: ______________________________________________ 

 
• Insurance Policy ID Number: _____________________________________________ 

 
• Group Number: _______________________________________________________ 

 
• Insurance Company Provider Phone Number: _______________________________ 

 
• Policy Holder’s Name (if other): __________________________________________ 

 
• Policy Holder’s Gender (if other): _________________________________________ 

 
• Policy Holder’s Date of Birth (if other): ____________________________________  

 
• Relationship to Policy Holder: ____________________________________________ 

 
• Policy Holder’s Place of Employment: ______________________________________ 

 
 
 
 
 
Please send this form to michiko@roots-ma.com.  Thank you! 
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