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Insurance Verification Letter 

 

Patient’s Name:    _____________ 

Admit Date:    _____________ 

Account Number: _____________ 

 

Most insurance companies require the hospital to notify them of your admission/visit and advise them of your progress.  

Please take a few minutes and verify that the insurance information we have on file for you is correct.  If your visit today 

is for the birth of a child, please let us know if the insurance information below will also apply to the newborn baby’s 

account. 

 

Primary Insurance Name:  ____________________    

 

Secondary Insurance Name:          ___________________      

 

No Insurance Coverage/Self Pay:  ____________________    

 

If you have commercial, managed care or federal employees benefit program, you have billing protections and a copy of 

the Patient Protections Against Surprise Billing Notice was provided to you or available for you to take during 

registration. 

 

If you are currently without Medicare, Medicaid, or insurance coverage (uninsured) for today’s visit then you may be 

eligible to apply and/or be screened for other coverage options and financial assistance.  

 

If you have Medicaid Family Planning coverage, your coverage is limited to applicable outpatient services. Inpatient and 

emergency department services are not covered under the Medicaid Family Planning Program therefore you will be 

financially responsible for today’s services and billed as self-pay. 

 

If you have no coverage, you understand that by signing this form you are indicating that you have no insurance coverage 

and that you will cooperate and participate in the efforts to help you qualify for any applicable coverage such as Medicaid.  

Failure to fully cooperate with these efforts will disqualify you from eligibility for any financial assistance.  Information 

on financial assistance is available on the Atrium Health website at www.atriumhealth.org 

                

 

I attest the information above is correct to the best of my knowledge and reflects my current insurance coverage or my 

confirmation that I have no coverage (Insurance, Medicare, or Medicaid) for these services. I have also been advised to 

notify the hospital as soon as possible if there are any changes to the insurance coverage listed above to ensure I am not 

held financially responsible for services that could be covered by insurance. I understand that failure to disclose insurance 

coverage may result in the responsible party having to pay for services that would have been paid by insurance if the 

hospital is unable to bill the insurer within their billing deadlines.   

 

 

 

Signature:________________________________________________     

 

Relationship to Patient: ________________________ Date: ____________ 

 

http://www.atriumhealth.org/

