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VERIFYING BENEFIT COVERAGE ACCURATELY AND EFFICIENTLY 
 

 

Accurate benefit verification is vital to maintaining the financial stability of your 

practice.  Even if you do not accept assignment on any claims and obtain 

payment directly from your patients, it is important for you to know the amount 

and type of insurance benefits your patients have. Failure to understand a 

patient’s benefits can result in claims denials or, in the case of Medicare, 

charges of abusive or fraudulent billing. 

Your first session with a patient is the best time to verify her insurance benefits.  

At a minimum, you should obtain the following information: 

 Patient’s name 

 Address 

 Date of birth 

 Social Security number 

 Name of insurance plan 

 Insured’s name (this may be the same as the patient) 

 Insured’s policy number 

 Insured’s social security number 

 Insured’s date of birth 

 Employer’s name 

 Group number 

 

This information should be recorded and kept with the patient’s permanent file.  

A sample benefit verification form is presented in Appendix P.  

You should also make a photocopy of the patient’s insurance card to keep on 

file.  The insurance card will include a telephone number to call for verifying 

benefits and any prior authorization or referral requirements.  You should contact 

the insurance company as soon as possible, preferably before the patient’s first 

appointment, to confirm coverage.  If you participate with any managed care 

plans, be sure to follow their procedures for benefits verification of plan 

beneficiaries.  You should obtain the following information from the patient’s 

insurance company: 

 Effective date of coverage 

 Psychiatric benefits (under parity these should not differ from 

medical/surgical benefits) 

 Yearly benefit maximum 

 Yearly deductible 
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 Copayment 

 

To ensure that you do not spend session time completing insurance paperwork 

with the patient, you may want to ask him to arrive a few minutes early or send 

the paperwork to his home for completion prior to the first appointment. 

If possible, you should verify benefits at every session with a patient.  This is not 

as time consuming or difficult as it may sound.  The patient sign-in sheet can be 

made to include a place for the patient to indicate if her insurance has changed 

since the last visit.  If the patient has new insurance, you can obtain the new 

information immediately.  Alternatively, if there’s a receptionist, he can ask 

patients about any changes in their insurance coverage when they check in. 

If neither of these methods seems feasible for your practice, you can use the 

following triggers to identify possible changes in your patients’ health benefits: 

 

 Job Change, Retirement, or Lay-Off: If a patient mentions that she has left 

her current employer for any reason, you should contact the insurance 

company to determine how long her coverage will remain in effect.  You 

should also ask the patient about any new coverage she may have through 

her new employer, spouse, or Medicare. 

 

 Disability: A patient who has been on disability automatically becomes 

eligible for Medicare after 24 months and will generally be taken off any 

insurance from an employer at that point. If you have opted out of Medicare, 

you must sign a private contract with the patient at this point or recommend 

another psychiatrist who is a Medicare provider since Medicare cannot be 

billed for your services. 

 

 End of the Year: The end of the year is a popular time for employers to 

change insurance benefits.  This may include adding new options or 

changing benefits within an existing plan.  You can ask patients about any 

changes to their insurance coverage during their first visit of the new year.  

Be sure to document any new information in the patient’s file.  You should 

also contact the patient’s insurance company to confirm any changes. 

 

 Sixty-Fifth Birthday: All physicians, even those who bill patients directly for 

services and do not participate with any insurance programs, are subject to 

federal rules if they treat even one Medicare patient unless they have 

specifically opted out of the program (see Chapter 40).  Currently almost 

everyone becomes eligible for Medicare at age sixty-five, and if you treat a 

Medicare patient, you must be enrolled as a Medicare provider and abide by 
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all of Medicare’s regulations concerning that patient’s treatment.  This 

includes a limit on the amount you may legally charge a patient for your 

services.  Medicare actively tracks the fees charged by physicians and will 

require you to repay any money paid to you by a patient that is more than the 

Medicare-allowed amount for that service.  An annual review of patient charts 

will help you to identify those patients who will become eligible for Medicare 

during the year. If you are not enrolled in Medicare and have not opted out, 

you may not treat any Medicare patients unless you provide your care pro 

bono. 

 

Staff in the Office of Healthcare Systems and Financing will assist APA members 

with any questions they may have verifying benefits for their patients.  Just call 

the Practice Management HelpLine at (800) 343-4671.  


