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Declaration of Medical Insurance

, verifu that I have medical insurance coverage
with the following companies:

Primary Insurance Company:

PolicyflD Number:

Secondary Insurance Company:

Policy/ID number:

If you are not the policy holder, please complete the following:

Policyholder's name:

Policyholder's date of birth:

Policyholder' s employer:

Las Vegas Eye Institute will make a good faith effort to bill the above primary and
secondary insurance companies for services rendered.

I understand that if these insurance carriers do not make reimbursement, I will be
responsible for medical fees.

It is not the responsibility of Las Vegas Eye Institute to veriff coverage with these
companles.

Signature Date:

Witness Date:

*Do you have:
Please Check One

Medicare Senior Dimensions Secure Horizons


	I: 
	Primary Insurance Company: 
	PolicyID Number: 
	Secondary Insurance Company: 
	PolicyID number: 
	Policyholders name: 
	Policyholders date of birth: 
	Policyholders employer: 
	Witness Date: 
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off


