Miami Holistic Center
 Gloria Moreira D.O.M.
Dipl. of Oriental Medicine

Insurance Verification 

(Either fax to 305-328-8323 or email to acudoctor@miamiholisticcenter.com as an attachment along with front and back copy of your insurance card)
Patient Name: _________________________________________________________________________________
Patient Address: _______________________________________________________________________________
MUST INCLUDE ZIP CODE: ________________________________________________________________________
Patient Phone #: _______________________________________________________________________________
Patient Date of Birth: ____________________________________________________________________________
Patient Social Security #:_________________________________________________________________________

Insured Employer Name:_________________________________________________________________________

Employer Address:___________________________________________ ________________________________

Patient/Subscriber ID #: __________________________________________________________________________
Group #: ______________________________________________________________________________________

Insured Name (if different from patient): ____________________________________________________________

Insured SS# and DOB: ___________________________________________________________________________

Relationship to Insured:_________Single__________Married_______Other_____
Insurance Company Name and claims address:  _______________________________________________________

_____________________________________________________________________________________________
Insurance Company Phone #: _____________________________________________________________________
Insurance Plan Name: (i.e. PPO, HMO, PCP, POS, Dimensions Plus etc…)

Claim #if an accident: ____________________________________________________________________________

Date of Accident Injury: __________________________________________________________________________

To Be Completed By Office Staff:

NO Coverage: _______________
Coverage _ _______________

Deductible: $________________
Amount Met ______________

Acupuncture  YES / NO


Units / Visits ______________

Office Visit- YES / NO


Allowable % ______________

P/T – YES / NO



Units / Visits ______________

Visits Per Year _______________
Other ____________________

PLEASE COMPLETE AND FAX BACK TO 305-328-8323 WITH COPY FRON AND BACK OF INSURANCE CARD
