
Jefferson Street Family Practice 
 

 
Secondary Insurance 
 
Name of secondary insurance: ________________________________________ 
 
Name of Policy Holder: _____________________________________________ 
 
ID#: ______________________________    Group #: _____________________ 
 
Address: _________________________________________________________ 
 
Home Tel #: __________________  Employer: __________________________ 
 
SSN: __________________   DOB: ____/____/_____    Sex:___ 
 
Patient’s relationship to policy holder: Self ___ Spouse ___ Child___ Other___ 
 
 
 

For Office Use Only 
Insurance Verification 

  _______________ 
  _______________ 
 
Customer service #: ________________________________________________ 
 
Name of contact: ___________________________________________________ 
 
PCP: ___________________ Co-pay: _____________ Effective Date: ____________ 
 
Deductible: ________________  Well Benefits: ______________________________ 
Notes: 
 
 
 
 
 
 
 
 
Verified by: _______________________________    Date: ___________________ 
 
Patient Sign: _______________________________   Date: ___________________ 
 


